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The problem of a continuing decline in physical capacity was first approached 
quantitatively by Quelet in 1836. However, progress in the past century and a 
quarter in this field has been limited by subtle complexities which are not 
embraced by, or subject to, physiologic terminology—just when a greater 
understanding of senescence is becoming increasingly important. An interdis- 
ciplinary approach to the problem of human growth and development is re- 
quired to knit the physiologic, anatomic and psychic components into a well- 
defined working tool to measure capacity and fitness as they are related to the 
degree of senescence. 


FACTORS IN PHYSICAL FITNESS 


Darling (1) states that “fitness consists in the ability of the organism to 
maintain the various internal equilibria as closely as possible to the resting 
state during strenous exertion and to restore promptly after exercise any equilib- 
riums which have been disturbed.” Astrand (2) has defined the capacity to 
perform muscular work as the maximal energy output with regard to time, under 
steady-state conditions, and subject to variation by such factors as sex, age, 
body size, functional capacities of the circulatory and respiratory systems, and 
degree of training. Horvath (3) has further detailed these variables and classified 
them with regard to anatomic and functional integrity. However, these terms 
are somewhat ambiguous by virtue of the nature of their measurements. 

One of the most important elements when dealing with human subjects, 
with particular emphasis on their achievement, is the problem of motivation. 
Unfortunately there are no data which indicate the importance of motivation 
in such studies but investigators have been cautioned regarding its existence by 
Fisher and Birren (4) and Simonsen (5). This psychic factor becomes exceed- 
ingly important. Two questions often arise when dealing with this situation in a 
comparison of the results obtained from physical fitness tests performed by two 
different age groups. The first question is whether older and younger people 
are equally willing to cooperate in aging studies, and whether unwillingness on the 
part of the elders distort the results. Since, by experimental design, many of 
the subjects for such examinations are volunteers, it may well be that in the 
older age group the subjects may be somewhat abler and more aware of their 
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prowess than their more restrained contemporaries, and thus the results may be 
biased. On the other hand, the second question arises from the fact that experi- 
mental tasks are almost always artificial and may be regarded by older people 
aus unimportant, thus tending to make the age trend appear greater than it 
actually is. 

With regard to the first question, the number of willing participants decreases 
with age, for fewer people want to be entered in a “contest” in which they may 
look foolish. They cling to the common conception that one’s ability declines 
with age. However, it has been the experience of many investigators that 
once volunteers come forth and are initiated in the aims of the experiment, 
they approach it with every intention of doing well, and are as fully motivated, 
if not more so, than their younger counterparts. Yet sometimes they still are 
unwilling and hesitate to sustain their initial and maximal effort. 

If the foregoing questions could be either answered, quantitated, controlled 
or eliminated, the data realized from fitness experiments would be much more 
meaningful. Furthermore, if criteria existed for quantitation of these variables, 
it would be possible to integrate the data with others such as medical and socio- 
economic histories, acquired skills, degree of education, and even the present 
emotional state of the subject, in an ideal configurational and multidimensional 
study. But such a task would require major advancements in analytical pro- 
cedures, methodology and education. 

PARAMETERS OF SENESCENCE 

Most reports in the literature are based on the cross-sectional type of approach» 
that is, examining groups of different ages in the population at the same time. 
The difficulties inherent in such an approach can be avoided by longitudinal 
studies, such as those performed by Dill and reported by him and his co-workers 
(6, 7). However, this study included only data on the major author himself. 

It should also be kept in mind that no true measure of senescence exists. 
Though the scale of age is a time-honored ruler, aging does not conform to rigid 
calibration of time. Physiologic age and chronologic age are not synonymous. 
The various physiologic functions change at different rates with aging—some 
very rapidly, and others more slowly, but all are subject to extreme individual 
variation. Such conditions are also present at the cellular level. Nerve cells of 
the brain live until the organism dies, whereas the placental cells die of old age at 
nine months, a very good example of a senile organ in a young body (5). When 
measuring the degree of physical fitness with age, cognizance must be taken 
of the fact that any change is the algebraic sum of all processes of decay and 
regeneration taking place simultaneously within the organism. It is thus evident 
that all systems, whether major or minor, effect the end-results in one manner 
or another. When these variants are combined with those previously discussed, 
the number of possible combinations is vast and can account for much of the 
overlap of data from one age group to another. Trends with age cannot be 
determined on a small group of subjects when the foregoing objections have not 
been eliminated. 
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Visual acuity 


In healthy aging people, the most universal symptom of senescence is the loss 
of visual acuity. The extent of the visual field is less, as is the speed of adaption 
to darkness. The minimal threshold of light perception is increased (8). lor 
example, at 30-foot candle illumination, visuality at the age of 20 is 4.9, whereas 
at age 60 it is 3.7. Among visual function tests the Flicker Fusion Frequeney 
(FFF or CFF) is of unique interest because of its close relationship to disease 
and fatigue. The FFF is that rate of flicker at which the sensation of flickering 
disappears and a steady light is seen (9). The functional relationship between 
foveal CFF and age was found by Coppinger (10) to be linear and negative. 
When 25 young men of an average age of 33 years were compared with 11 men 
of an average age of 53 years run to exhaustion, the depression of the FFF was 
less in the younger group and there was a quicker return to the original levels 
(9). This depression could possibly have been due to an inadequate supply of 
oxygen as a result of maximal exercise. 


Response of pulse rate to exercise 


In the latter study (9), the speed, total time, and distance run were less in the 
older group, as were the rate of increase in the pulse rate and the maximal level 
attained. The latter observation is in agreement with the results of Dill (6), 
Robinson (11), and Astrand et al. (12). Dill concluded that the inability of older 
men to increase their pulse rate is the limiting factor in the lowered oxygen in- 
take reported by several investigators. Robinson (11) registered a maximal 
pulse rate of 190-200 in the age group 6-30 years, and maxima of 168 and 160 
at ages 55 and 70 respectively. Astrand et al. (12) reported an average limit of 
163 in 9 healthy previously trained men between the ages of 56 and 68 whose 
blood lactate levels averaged 85 mg. per 100 ml.—close enough to the level of 100 
mg. per 100 ml. to indicate maximal effort. Dill ef al. (7) in their longitudinal 
study also found a maximal pulse rate of 160 at age 66. 


Oxygen intake 


Robinson (11) believed that the diminution in the rate of oxygen intake during 
work may be the result of a decrease in the ability of the circulatory system to 
adjust to the changed conditions, due either to a limitation in cardiac acceleration 
or a failure of the working muscles whereby the stimuli which lead to cardiac 
acceleration are diminished (11). Norris ef al. (13) also suggested that the 
inability of older people to maintain an adequate oxygen intake was the limiting 
factor in the inability to approach the work levels of younger groups. Dawson 
and Hellebrandt (14) recorded the maximal amounts of work performed on the 
bicycle ergometer over a 30-minute period by a subject at ages 41, 53, 57, 68 
and 71. In this test of prolonged endurance, the performance dropped sharply 
and continuously with age. Robinson (11) reported a maximal oxygen intake of 
50 ml. per kilogram of body weight per minute at 25 years of age, a value which 
declined gradually to 35 ml. at age 60. Dill (7) noted a value of 35 ml. at age 66— 
a drop of 10.5 ml. in the level of his oxygen intake over a 28-year period. 
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In dealing with exercise, the investigator is concerned with two types. The 
first is performed so that maximal responses will be obtained; the second is 
submaximal, so that the flexibility of the responses may be measured. 

Astrand (15 ) found that during and after submaximal exercise (600 cycles per 
minute, approximately 43 maximal) the pulse rate rose to higher levels in the 
older age groups. During the exercise, subjects aged 41-45 had a pulse rate of 
115, whereas those aged 61-65 had a pulse rate of 143. Shortly after exercise the 
values were 81 and 105 respectively. Norris et al. (16) reported that following 
exercise at the level of 222 kilogram-meters per minute for one and a half minutes, 
the older subjects exhibited a larger increase in heart rate but a slower recovery. 
Both of these studies revealed a decline in physical fitness according to Darling’s 
definition. Von Débeln et al. (17) evaluated the physical capacity of Swedish 
Air Force pilots working 900 kilopound meters per minute (34 maximal) on the 
basis of the steady-state pulse rate. A pulse rate of 130 or less indicated a very 
high physical working capacity, and a rate above 170 indicated a very low 
capacity. 

Dill et al. (7) reported decreased efficiency of running between the ages of 
41 and 66. Running at a rate of 9.3 kilometers per hour, an oxygen intake of 2.13 
liters per minute was required at the age of 41, in contrast to an intake of 2.80 
liters at age 66. Per kilogram of body weight, the oxygen intake increased from 
29.4 to 35.0 ml. per minute. This subject’s maximal oxygen intake at age 66 
was also 35 ml., indicating that exercise which was 70 per cent of the maxi- 
mum at age 41, was maximal at age 66. Norris et al. (13) reported decreased 
efficiency in subjects in the 58-70 and 74-85 age groups compared to those in the 
25-29 year group. It was suggested that this decrease in efficiency, as reflected by 
excess oxygen intake, was attributable primarily to the failure of older men to 
coordinate their movements as well as did the younger men. 


Muscle strength 


Loss of muscle strength contributes to the decline in physical fitness with age. 
The peak of muscle strength is reported to occur between the ages of 20 and 30 
years. Reijs (quoted in ref. 2) found that the maximal strength of the back 
muscles at age 60 was 70 per cent of the level attained at age 25. Grip strength 
(as measured by a grip dynamometer) rose rapidly between the ages of 12 and 
25, and then declined, so that at 74 to 79 years of age it was equal to that at age 
12-15 years (18). The pattern for grip-strength endurance was similar. 

Alterations in the foregoing physiologic responses reflect changes in the 
autonomic status of the organism, even in elderly persons considered to be 
healthy. Changes, such as gradual fibrosis of the arteries with a consequent 
decrease in elasticity (19), and alterations in the structure of the lung (20) with 
a consequent decrease in vital capacity (21), contribute greatly to the gradual 
decline in functional adaptability. In skeletal muscle, an increase in the in- 
terstitial elements and a decrease in the number of fibers (22) might be the 
cause of the decrease in muscle strength and coordination. The limited intake of 
oxygen might be accounted for by fibrous replacement of functional intercellular 
substance and hence a decrease in the speed of gaseous exchange. 
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CONCLUSIONS 


The aged as a group are an ever-growing component of our population, as a 
result of a high standard of living and advances in education and in preventive 
and curative medicine. By the year 2000, probably 40 per cent of the population 
will be more than 45 years of age (23). Another estimate places the figure at 
50 per cent by 1980, and of these persons, 30 per cent will be more than 65 
years old (2). It is obvious that this problem will become exceedingly impor- 
tant to both the social and economic welfare of our civilization. Psychologists 
have long maintained that occupational activity is necessary for mental in- 
tegrity. It follows that if we are to utilize the skill and knowledge of older 
people, the effect of age on the ability to perform work must be extensively 
investigated. 

Several points should be considered, however, in the achievement of this 
goal: 1) Since the physical requirements of most jobs are minimal, the question 
of the maximal physical capabilities of older people is relatively unimportant. 
2) Physical fitness studies are not independent of the over-all research need in the 
field of gerontology. 3) There must be a clearly defined goal as to the levels of 
physical fitness required for the aged, and knowledge as to whether the avail- 
able methods of improving physical fitness are applicable to persons of advanced 
years. 
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REVIEW OF THE PERTINENT LITERATURE 
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INTRODUCTION 


This is an attempt by a social scientist to think in an organized way for an 
institution and to present a conceptual chart for entry into the world of research. 
The institution concerned has never experienced a concerted effort in that direc- 
tion and has on its staff only two people qualified to speak in the language of 
research. The planner himself, unlike the great majority of social scientists who 
have entered the field of health, is unconcerned with the debates on “sociology 
of medicine vs. sociology in medicine,” and on “nursing research vs. research in 
nursing.”’ Almost alone among social scientists, he holds the view that social 
psychiatry and medical sociology require their own distinctive theories and 
methods, and that they should draw from both clinical and cultural sources 
without being limited by the goals or viewpoints of either. 

This institution is apt to be ambivalent toward research, expecting un- 
realistic achievements, and yet looking upon this type of work as a readily 
expendable activity. It is a ‘total institution,” and by virtue of being so, exhibits 
many of the pitfalls and “brainwashing” tendencies pointed out by Goffman 
(1). It is one of a class of institution which has been undergoing profound changes. 
As is usually the case during great social transitions, there is temporarily a 
greater variance among mental hospitals than between them and other types of 
institutions. On the other hand, there is a deadening sameness in the perennial 
problems and limitations. Hence there is bound to be uncertainty as to when 
tradition should prevail and when there should be new operating principles. 
Resulting pressures are likely to be projected upon the ‘foreign body” of a 
strange and appealingly vulnerable program of research, and premature or 
arbitrary policies tend to place the program in serious jeopardy. 

The pilot of such a program might at times feel that he is faced with the 
prospect of ‘“damned if you do—damned if you don’t.” It has been noted (2) that 
the research scientist is practically required to initiate communication aimed at 
allaying anxiety and selling the research objectives; but then he may find 
half-formed ideas, vague reassurances or forgotten suggestions relayed back to 
him as unrecognizable contractual obligations. When this happens the institu- 
tional authorities also sense that a problem exists, but they usually interpret 
the difficulty as peculiar to the individual scientist or to the manner in which his 
discipline attempts to carry on its activities. The role of the researcher is dis- 
quietingly ambiguous. Medical men themselves have often recognized that in 
the social scientist’s effort to conform, he may simply pave the way for a new 
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category of technicians within the traditional framework of medicine. One 
contemporary statement even tacitly accepts the technician role as desirable 
(3). There is just as great danger that, in attempting to maintain professional 
integrity, the social scientist will unwittingly alienate himself and endanger a 
program that could have made a significant contribution to the advancement of 
human knowledge. 


BASIS FOR PLANNING 


Amid the fog of uncertainty one fact is undeniable; research in a state mental 
hospital is in some sense experimentation with human subjects. Even those 
most thoroughly committed to a holistic view of man rarely accept the proposi- 
tion that poor mental, moral, emotional or administrative influences, whether 
by medical, paramedical or nonmedical personnel, may be as injurious as the 
most inept use of drugs; nevertheless, current knowledge points directly to this 
possibility. Inattention to these other factors may stem in part from the legal 
tradition which holds a physician responsible for his knowledge of anatomy and 
pharmacology but not for his ignorance of psychology and culture. 

In the absence of definitive statements on the broader aspects of experimenta- 
tion, the subject of drugs must serve as a prototype of strategic principles. The 
most exhaustive and most nearly official analysis is that of Beecher (4). What- 
ever else may be suggested in the following pages, these observations may be 
taken as a common base to which other plans should, in the last analysis, be 
anchored. Beecher laid down four chief considerations: 

1) protection of human subjects both physically and personally; 

2) adherence to stipulated goals; 

3) advancement of the research program and the institution; 

4) the sound development of medical knowledge. 

Of these, the priority must go to the initial consideration. The third may be 
subdivided, with second place (after. protection of the patient) given to the 
internal and external welfare of the institution. Among the remaining principles 
there is no necessary choice, as they can scarcely fail to go hand in hand. The 
reasoning behind preference for welfare of the institution is this: an institution 
can benefit from research which falls short of ideal, but no research prog-am can 
survive for long in an institution whose services or public reputation it has 
damaged. 

Beecher’s conclusions on mental illness are of particular significance. He 
made the categorical statement (p. 468) that mental disease cannot be studied 
except by research with human beings. In fact throughout his critique he em- 
phasized the crucial importance of clinical trials in the present stage of medical 
development. Also, from a considerable array of evidence, he argued that full 
knowledge on the part of the subject is not a decisive issue now that subjective 
response is such an important factor in human research. 

His analysis of the question of proper supervision of such trials is likewise 
pertinent and of considerable importance. The investigation must be super- 
vised, he says, by someone adequately trained as a research scientist, provided 
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that, if the scientist is not also a physician, he has a physician as constant col- 
laborator. The point is underlined by insistence that a physician responsible for 
the patient cannot maintain the detached objectivity necessary for good research. 
In a similar vein, after reviewing at some length the great division of opinion and 
the many qualifications as to whether the patient must have the prospect of 
potential individual benefit, it was his conviction that from this standpoint, also, 
the best interests of both the patient and science would be served by the combina- 
tion of a personal physician and a detached, disinterested expert. 

Although strongly suggesting that research skill is a speciality in its own right, 
essential to the protection of the patient, Beecher did not specify whether that 
skill should have a particular orientation. It is likely that he had in mind, as 
Burnett (5) did, one of the sciences generally accepted as basic to medicine. These 
papers dealt with the state of medicine generally rather than a specific program, 
but there is not a much better guide. The survey by Goshen (6) shows that in 
December 1958, psychologic methods dominated the field and that psychologists 
led in the number of principal investigators and in fellowships, though there 
were no figures indicating how many were interdisciplinary programs. The 
survey is an inadequate criterion in any event, because about 80 per cent of 
the principal investigators were trained for practice rather than research. 

In attempting to formulate a program, there is one nagging question which 
cannot be tackled directly: To what extent can research be expected to re- 
turn patients more quickly to normal health and social performance, thus alleviat- 
ing the basic problem of mental hospital operation? Although the literature is 
filled with research concerning the characteristics and outcomes of various 
therapeutic methods, it is very short on suggestions as to how to discover or 
evolve methods. Although the question may be unanswerable in that form, it 
could still be an excellent touchstone for judging the wisdom of any project. 


GENERAL CIRCUMSTANCES 


Considerabie progress has been made in recent years in the management of 
state hospitals for the mentally ill. Most of these changes have had to do with 
altering the attitudes of the staff toward patients, encouraging greater participa- 
tion by the patients, and making these hospitals more accessible to the com- 
munity. Either as a consequence of these changes, or as an intended independent 
goal, staff objectives in therapy have also been revised. The process has been 
accelerated and sometimes initiated by the results of chemotherapy and the 
enthusiasm generated by various drugs. A careful reading of the literature 
concerning these changes reveals the following salient facts: 

1) Programs have been undertaken as a result of humanitarian appeal rather 
than careful scientific analysis. Throughout the pioneer work by Stanton 
and Schwartz (7) one can find extremely skillful descriptions and in- 
terpretations, but little that even suggests a carefully controlled study 
which might compare with standards in basic science. Prevailing confusion 
as to aims and definitions was alluded to by Smith and Levinson (8). 
Many of the inadequacies are not recognized by the investigators them- 
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selves; for example, Von Mering and King (9) spoke of “the disease process”’ 
as though it were a well recognized, unitary, consistently recurring phenom- 
enon such as one would find in the natural history of measles, diphtheria 
or peptic ulcer. 

2) There has been a serious lack of measurement, even of indices susceptible 
of measurement. Various facets of this lack have been pointed out by 
Perloff et al. (10), Levinson (11), Hamburg et al. (12), Jones (13), Leighton 
et al. (14), and many others. The situation remains essentially as outlined 
by Slight (15). 

3) Even in those areas where psychiatric investigation has approached the 
standards of basic science, there is still a great need for more coherent 
and systematic description of the baseline conditions preceding a given 
study, inasmuch as these may vary a great deal and influence the results. 
This point has been ably elaborated by Sabshin ef al. (16). 

4) Although there is widespread recognition of the importance of change 
per se as a strategic consideration in treating the mentally ill, only a few 
meager beginnings have been made in plotting the characteristics and 
consequences of changes. Various aspects of this problem have been tackled 
by Harvey and Monk (17), Hinkle and Wolff (18), Rapoport (19), and 
Hawkins (20), among others. 

One of the major contributions to be made by research in the field of mental 
health is the simple, straightforward one of reporting concretely the various 
aspects of human behavior which are necessary for good qualitative analysis. 
Up to the present, there has been little improvement compared to thirty or forty 
years ago, either in psychiatry or in social science. There is a need for methods to 
bridge the uncomfortable gap between clinical impressions and scores from 
paper-and-pencil tests (21-24). The results of glossing over this defect rather than 
recognizing it are evident in recent publications when these are read solely from 
the standpoint of research design. For example, an excellent and well designed 
study of an experimental nature achieved impressive measurements of experi- 
mental variables while depending largely upon impression and hearsay for 
behavioral factors (25). An equally fine study of rehabilitation of the mentally 
ill, employing the advanced technic of factor analysis, floundered to an in- 
conclusive finish hecause of the lack of concrete observations concerning human 
behavior (26). Many such examples exist. 

Research in state mental hospitals has likewise suffered from a dearth of 
historical analyses against which to interpret current developments and research 
findings. An outstanding exception is the book by Belknap (27). More restricted 
analyses of historical development and its impact upon the management of 
patients suggest that this is a means of casting considerable light upon the aims 
and methods of institutional research (28-30). 

Research in state mental hospitals has been minimized, partly because of 
lack of time, partly because well qualified research people tend to concentrate 
in centers designed for research only, and partly because of a widely held view 
that research and practical operations do not blend satisfactorily. A generally 
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unstated but ubiquitous assumption concerns the impossibility of good sustained 
research in a mental hospital setting. This assumption gains a semblance of 
validity from the fact that these institutions are unsuited either for experimental 
work of a refined nature or for demographic analysis which would meet the 
exact standards of epidemiology experts. This type of institution is, however, 
well suited for several kinds of research which are badly needed. As Katz (31) 
has pointed out, an institution is the right setting for those researches which go 
under the label of field studies, in which the investigator is not concerned with 
estimating population characteristics nor with measuring the level of a particular 
group before and after an experiment, but rather with the elucidation of a process. 
A well organized field study follows a rational sequence of steps, just as an 
experiment does, but it is designed to obtain a better knowledge of what the 
significant variables are and which are measurable; it is not designed for testing a 
well formulated theory (32). A closely associated kind of research is that which 
has to do with ascertaining and measuring empirically valid factors and meanings. 
Various phases of empirical validity have been covered by Znaniecki (33), Horst 
(34), Abel (35), Sells (36), and Hawkins (37). A scientific specification of em- 
pirical validity requires exploration, feedback, focused investigation, further 
feedback, and eventual structuring of a repetitive situation. This usually occurs 
in an institutional setting. Similar conditions are required for adequate trials 
of such promising but not fully developed methods as the analysis of critical 
incidents (38, 39). 

The richness of clinical and behavioral data in institutions has been grossly 
underestimated from the viewpoint of scientific discovery. Some genuine innova- 
tions have emerged from the combination of readymade material and an active 
research operation. A beautiful example is the manner: in which the modifia- 
bility of cartilage was discovered (40). More particularly in relation to institu- 
tional research, ordinary clinical insight set the stage for an unusual hy- 
pothesis on the etiology of aleoholism (41). 


THE INSTITUTION 


Hollidaysburg State Hospital, like so many facilities of this kind, is located 
at a considerable distance from any metropolitan center. The general impression 
of isolation is intensified by the geographically and socially provincial character 
of the surrounding area. The physical plant is essentially good, but of limited 
flexibility, particularly from the research standpoint. Large portions of old 
and presently unused construction are adaptable to varied uses and are suf- 
ficiently sound to justify expenditures for remodeling. The institution started as 
a county home, evolved in a very slow and haphazard way for the most part, 
and is staffed almost entirely by natives of the region. It has good but limited 
laboratory facilities, and the admission building is provided with good facilities 
for specialized services. The greatest limitations on research are the lack of a 
professional library at the hospital or any nearby place, and the extremely 
limited accessibility which, until recently, prevented the development of interest 
on the part of students or community leaders. Long-term research may well 
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be complicated by the lack of supporting professional schools close at hand, 
unless this situation is remedied. There are no residency or affiliation programs. 

Although staff morale appears to be good, the staffing situation is reminiscent 
of the majority of mental hospitals of a few years ago. However, when com- 
pared to the single hospitals still serving entire states, the situation is quite 
favorable. Participation ina broad research program will be difficult because the 
general professional level is not much different from that of similar institutions. 
A research development program and the interest of academic centers are badly 
needed. The lack of positive research activity, on the other hand, will for some 
time inhibit active participation of university people in any substantial degree. 

In recent years, a number of changes have been made or attempted. Many 
wards were unlocked. Ground parole is now common. Visiting hours have been 
more than tripled. Aides are being instructed in the management of patients. 
All employees receive orientation and are required to attend in-service training 
sessions. Classes in general psychiatric knowledge, educational psychology, and 
scientific supervision have been offered. A remotivation program for patients is 
maintained. The activities program, already under resourceful leadership, has 
been expanded. According to personal and editorial comment in the community, 
the changes mentioned here have been generally approved. 

During 1960 there were significant changes in the leadership of the institution. 
In March a sociologist with eight years of clinical and medical school experience 
was appointed Research Director and, subsequently, a senior member of the 
graduate faculty at Pennsylvania State University. In August a_ certified 
psychiatrist and psychoanalyst with a strong teaching background became super- 
intendent. The close liaison between the hospital and the university has great 
value, as both institutions have good potentials for professional growth and are 
struggling toward that end. Within the hospital, a fortunate fusing of talents 
and interests has established reciprocal development of research, training and 
administration. 

It should be recognized that in an operating agency the research must be 
fitted to the limitations and characteristics of the institution, its practical 
requirements, and the contributions it may make to the improvement of similar 
institutions. Research and training should go hand in hand, both as evidence of 
the practical values in research, and as a means of broadening the appeal for 
support from academic and public sources, with consequent widening of the 
base of qualified people and achievement of a favorable atmosphere. 

The present Research Director is the only staff member with a strong research 
background and skill in research methods. Many of the other members are naive 
on the subject of innovation. It is beyond their comprehension that some hospitals 
of a much earlier period effected similar results without specialized personnel 
and with very little cost (42). People in the thick of operations are not apt to 
grasp the notion that change, rather than the specific content of what is at- 
tempted, may be the important therapeutic factor (43-48). The difference be- 
tween the researcher and his colleagues is heightened by inexact notions of 
cause and effect (49) as well as by the tendency to depend too literally upon 
unguided empiricism (50). 
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Academic people also have their limitations. They frequently have an in- 
adequate grasp of the empirical situation and are apt to apply hasty theoretical 
notions to inappropriate facts (51, 52). The consequence is that the hapless 
theorist often finds his efforts generating a pattern of total rejection, so that 
his theories come under attack when he is guilty only of having his facts twisted 
(53-55). 

' The prospect is good that theory and practice can be brought together. The 
attitude toward research in the hospital is, in general, one of enthusiasm. Staff 
members are flexible, willing to try new practices, able to listen to criticism, 
and to criticize differing viewpoints constructively. Professional backgrounds 
of some are adequate for scientific communication. It is probable that research 
could also provide certain institutional needs. Like so many groups which have 
passed through sweeping transitions, the staff recognizes, in most instances, 
a need for consolidation and intellectual inventory. One possible route to this 
desirable goal is to involve them in research planning and development. Our 
contemporary culture tends to attach prestige and glamour to the notion of 
research, and the importance of this in the eyes of professional and specialized 
personnel could be utilized for purposes of morale, as well as for increasing their 
general proficiency. 


OBJECTIVES 


The building of a research program, or plans for building it, can easily become 
sidetracked into what Miner has incisively described as ‘tresearchmanship”’ 
(56). The fundamental goals of enlarging scientific knowledge and of increasing 
the scope and level of human potentials to that end, are frequently sacrificed for 
one or the other of two important, but necessarily secondary and instrumental, 
objectives. One of these is the strategy of making the correct appeal at the right 
time to the most likely agency for the optimally acceptable amount. To this end, 
personal connections, bright and sophisticated clichés, impressive new  pro- 
cedures, fashionable concepts of popular schools of thought, and superficially 
“tight” designs are variously relied upon. The other secondary end, the accom- 
plishment of tangible results, may be represented by writing several well-polished 
items which appear in obscure journals, putting together dull rehashes which 
appear as chapters in the collective books now enjoying popularity, or perhaps 
outright embellishment of a minor or partial achievement so as to inflate its 
importance. 

In the competitive clamor for attention, either course offersa strong temptation 
and is apt to show satisfying returns. No matter what the difficulties, an in- 
vestigator seriously committed to the pursuit of science must avoid these tempta- 
tions. This obligation is particularly strong when one is planning cooperative 
efforts by several disciplines, and also when he acts as representative of an 
agency of human welfare. Jn these circumstances the expression “walking a tight- 
rope”’ is really a gross understatement (57). 

Objectives of several sorts may be pursued, sometimes in sequence and at 
other times concurrently. Probably the most important immediate objective is 
the creation of a research atmosphere and “investigative posture” in the institu- 
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tion. Worthwhile research is that which evolves from the situation and the people. 
A major long-term objective would be the cultivation of closer relations between 
the hospital and the university. In terms of specific projects now and for the 
future, a very important objective would be the development of new methods 
or better measurements which could be used in all such institutions for evaluat- 
ing their own programs. 

In any particular project it would be worth while to try to introduce questions 
or methods which would throw light on the nature of human processes, both 
the quality and the pattern of change, and the manner in which various factors 
and elements work together to modify each other in producing a given effect. 
It would also be worth while to strive for the kinds of questions and methods 
which would synthesize the knowledge and the approaches of several disciplines. 
An eventual goal, which may or may not be realized, would be the use of re- 
modeled rooms as an research ward in which exploratory findings could be 
subjected to repeated observation. 

These objectives will be discussed in terms of the relevant departmental or 
problem area. 


Nursing 


It is in the department of nursing that the most intensive, widespread and 
rapid transition appears to have been going on during the past one to two years. 
The department has charge of the motivation program; several groups of pa- 
tients are active at any one time, and there has been one group of both men and 
women in the same sessions. Another interesting development is the practice 
of aide-assignment, whereby certain aides give attention to assigned groups of 
patients and make more detailed observations than would be possible if each 
nurse attempted haphazardly to manage all patients. Presumably this is done 
without making patients aware of being “chosen.” These are processes which 
invite research and presumably could furnish lessons for all hospitals. In addi- 
tion there are possibilities in the application of rating schedules to staff and 
patients (58-60) and in studies of personnel efficiency. Such studies have been 
made in general hospitals (61, 62) but not extended to mental hospitals. In this 
connection, comparative analyses of nursing functions and aide training in 
nearby general hospitals might be useful. 

The nursing complement represents the largest pool of homogeneous personnel 
in this institution. It was recently reorganized under imaginative leadership. 
Well planned research would be readily accepted. Within the department the 
necessary time, flexibility of action and research background are not available 
at present; the nurses and aides are too tightly scheduled and under too much 
pressure. Research must be judiciously planned and care taken to avoid imposing 
an unreasonable burden or interfering in the operation of the department. 

Qne aspect of nursing is particularly valuable, both from the standpoint of 
problem solving and as a source for verifying behavior theory. The chief claim of 
the social disciplines to be included under the label ‘‘science,” lies in the assump- 
tion that human actions are predictable. This assumption has been borne out in 
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criminology, where the chief tool of the investigator is a knowledge of modus 
operandi. Only short-term, fragmentary attempts have been made to extend 
this important concept into other fields. Certainly, if there is an area in which 
modus operandi can be studied, it is in connection with nursing procedures in a 
state mental hospital. The nature of the duties, the atmosphere, the training of 
personnel, and the symptomatology of the patients are all conducive to predic- 
tive patterns of action 

This approach may, if properly pursued, contribute a significant advance in the 
understanding of nursing functions, the role of the nurse and the attendant, and 
the specific indices of resource utilization in state mental hospitals. It may also 
increase knowledge concerning the background and circumstances which make 
for stability and for change in human behavior in a general sense. From it, 
surely, one may construct a classification of critical incidents and an inventory 
of the logical choices in dealing with critical incidents. It is even possible that 
it would result in new methods for the analysis of administrative structure and 
process, applicable to legal and business institutions. 

The research director can offer little to nursing at this point. Like most of 
the small group of social scientists who have had experience in nursing, his efforts 
have been confined to problems posed by degree programs of nursing education 
(63). The only sensible course is to seek the collaboration of one or more nurses 
or attendants, make preliminary soundings, formulate recommendations as to 
the general types of research which would be most valuable, and make plans for 
recruiting someone to initiate the research when the opportunity develops. 
Eventually social scientists could carry on much of the research. 


Activities 


In occupational, recreational, and industrial therapy there*appear to be 
good prospects for well designed field research. Although by no means free of 
burdens and limitations, the personnel in these departments have a desire to 
conduct their own research, under proper conditions of support. Both locally 
and at the state level, these programs show a greater vested interest in research 
and less of a backlog than do other disciplines. These departments also have 
some ties to academic centers and there is a fair degree of readiness to become 
self-propelled in research matters. It is most desirable to encourage this tendency, 
so that the hospital may have available a small corps of people who have become 
familiar with the requirements and purposes of research >roposals and have 
turned over in their own minds a number of research alternatives. Research 
training for them has been encouraged in this hospital. They can then establish 
a sense of ownership with reference to this field, and also be better prepared to 
offer the needed help in a training program. 

In connection with these activities, a sampling design has been tentatively 
worked out which, if practicable, may prove to be of considerable value to 
other institutions. When development has reached the stage of conjoint research 
with adequate measures of comparison, the sampling would be, tentatively, as 
follows: 
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1) All patients for whom an activity is prescribed and all those who should 
be excluded from one or the other activity on medical or psychiatric 
grounds, would be left out of the definition of “target population.” 

2) From the remainder, or “target population,” equal numbers would be 
assigned to study groups, randomly on a stand-by list. The groups would 
then be assigned randomly to one or more activities. 

3) To meet such problems as the development of contraindications after 
assignment, specific grounds for prescription arising after that time, or 
nonparticipation by the patient, replacements would be randomly drawn 
from the standby list. 

This procedure should meet all ethical requirements without abandoning the 
principle of unbiased assignment. It should be noted that it cannot work except 
in a comparative situation where all the conditions being compared are of a 
similar sort and where the terms ‘‘control” and ‘‘placebo”’ have no meaning. It 
meets the practical requirement of chance probability, that all factors mentioned 
be randomly distributed among the compared conditions. 

This kind of plan has the added feature of making possible a reasonably good 
comparative measurement without needing to justify the measures as absolute, 
linear, or standardized. It is not necessary to determine these matters in order 
to investigate, for example, the question of optimal combination among the 
three types of activity (viz, occupational, recreational, industrial) or the question 
of whether there is a law of diminishing returns, as there is in production engi- 
neering. 


Clinical data 


In the clinical area great care should be taken to direct research toward 
unsolved practical problems, and also to avoid interference with normal opera- 
tions and with individual judgment. One possibility is the designing of clinical 
trials for drugs so that the psychologic and social factors in the effect of either 
the drug or a placebo are investigated. There is now considerable literature on 
subjective responses to drugs and placebos (64-66). Trials need not be experi- 
mental in the ordinary sense, but might capitalize upon items newly adopted 
by the state. 

The sort of research suggested here lends itself to process analysis. Modern 
medical and psychologic theories tacitly assume the wholeness of the human or- 
ganism ; consequently there should be some relationship of physiologic, emotional, 
and gross behavioral characteristics. Guidelines exist for implementing research. 
King (67) developed an interview rating scale applicable to psychotic patients, 
which was successful in measuring placebo effect in long-term schizophrenics 
(68). To date there have been no significant findings regarding physiologic 
changes in the placebo response, but apparently such variables as neutral 
steroid secretion, electrolyte balance or circulating eosinophils have not been 
investigated in this connection. 

Correlations of physiologic and behavioral factors have been limited in scope 
to single determinations prior to a study and a few more determinations spaced 
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during its course, and focused around the hypothesis being tested. In order to 
establish a broader base for the understanding of clinical processes, it would be 
advisable to make regular observations of the circulatory system, blood chem- 
istry, urinary excretion, interview performance, and ward behavior. Observations 
in the psychologic and social realm could then be gradually correlated with the 
more precise physiologic measures. The literature, particularly that dealing 
with schizophrenia, is liberally tinged with claims about specific blood levels, 
urinary secretions, and other physiologic and biochemical findings reputedly 
related to personal behavior and symptomatology. Although this is in the nature 
of basic research, it could be kept from straying too far in that direction by 
selecting indices that can be utilized in other hospitals within the limits of 
typical facilities. It may have broad implications for the analysis and modifica- 
tion of the patient’s behavior. 

A good routine laboratory, with minimal financing, can contribute mightily 
to the clarification of at least two of these issues. The term “normal range”’ 
needs delineation, to say nothing of its interpretation under conditions of a 
controlled environment (69); the variability in readings is also widely known but 
not often taken into account. Nor is much known about the increase or decrease 
in individual variability over a period of time, its relative magnitude in various 
kinds of determination in the same individual, or in comparisons of diagnostic 
and therapeutic groups. 

Investigations along these lines, although rudimentary on their face, cannot 
fail to improve the quality of clinical studies. Furthermore, they would help 
to shift emphasis from the complicated problem of causation to the problem of 
relating the varied changes in clinical progress. This kind of focus is in the 
tradition of Hippocrates, Syndenham, Osler, and Jelliffe. 


Management of the patient 


Anyone with an interest in the field of mental health can hardly help knowing 
of the many studies of hospital social structure and the numerous peculiarities of 
patient-staff relationship under conditions of traditional management. Hardly 
anything is known of the consequences of changes which have gone under the 
varied labels of “enlightened” or ‘therapeutic,’ or perhaps “permissive.” 
One hears of the tendency of oldtime hospital workers to ‘‘hoard”’ patients for 
their own convenience, but there is no evidence as to what forms this feeling of 
property or vested interest may have taken under experimental forms of ad- 
ministration. 

It is a truism that medication can be administered only in person. The dawn 
of the chemotherapy era has brought increasing concern with rejection of 
medical advice. In private practice, prescriptions are frequently left unfilled. 
The treatment of tuberculosis is complicated by ingenious methods for disposing 
of medication. In the study by King and Weinberger (68), means had to be 
employed to determine in the laboratory whether the drugs were actually 
ingested. Both on the ward and in the laboratory, better studies of the status 
and circumstances of failure to follow medical advice are needed. 
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The term “treating the physician” or “treating the staff” is likewise familiar 
to anyone with extensive clinical contact. It is usually meant in a derogatory 
sense, but it is not necessarily bad. One of the chief benefits of tranquilizers 
in the treatment of patients has been the much improved attitude of staff 
members who are freed of anxiety, tension, and violent disruption of routines. 
It is generally believed that one of the factors in the success of any new drug is 
the indirect one of greater staff attention and enthusiasm. The positive aspects 
of this matter have not been extensively studied. 

On the debit side of the ledger are the unsuspected side-effects which may 
masquerade as resurgent symptomatology, regression or withdrawal, setting 
up in turn negative attitudes such as chronic disability or relapse. Meerloo 
(70) suggests that there is always a rebound effect when any drug is discontinued. 
This clue leads to a ready-made research design, because drugs are discontinued 
very frequently and in most instances the clinician can give adequate advance 
warning to the investigator. With a policy of regular multidisciplinary determina- 
tions in effect, as outlined in the previous section, it should be possible to classify 
accurately and to pinpoint in time the actual changes, and then correlate these 
findings with staff opinions and reactions concerning them. Investigations of this 
type might be of the utmost significance for medical science. Hollander (71) 
contends that the two greatest obstacles to the adequate assessment of new 
drugs are the slow appearance of toxicity and the inadequacy of clinicians as 
researchers. 

Adequate supervision of physical welfare is fundamental to all good manage- 
ment of patients, everywhere. It also has some relevance to theory. First, there is 
the question whether nutrition, infection and activity status are related to the 
perennial biochemical and neurohumoral abnormalities in schizophrenia, rather 
than these being diagnostic and etiologic factors. Second, the well known affinity 
of schizophrenia and tuberculosis can be interpreted as low resistance, an altered 
biochemical state, or the result of environmental factors associated with these 
other phenomena. Third, there is the difference in physiologic status of the 
inmates and the infectious epidemiology between wardsand between institutions. 
These problems are not ordinarily tackled longitudinally. Light thrown on any 
one of them could materially improve the care of the patient while contributing 
to general knowledge. 

Although the individualizing of treatment is a respectable legend in psychiatry, 
the kind and extent of institutional interference is a virtually unexplored ques- 
tion. Smaller hospitals may unconsciously perpetuate the attitude consistent 
with overcrowded, understaffed centers—that in the absence of adequate 
knowledge or control, all patients ought to be managed initially in a safe and 
cautious manner. Yet the psychologic importance of primacy would make these 
intial acts potenitially decisive. At various times the readiness or unreadiness 
of patients may also be sacrificed to institutional schedules, and in many csaes 
the result could be a pattern of failure and frustration. 

Another aspect of management has to do with the phenomenon called 
malingering. The literature on this class of behavior is interesting but the con- 
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clusions are largely unsupported by serious research (72-75). If one thinks in 
terms of acting out a sick role in order to obtain gratifications not otherwise 
available, the implications are numerous. Discussions of pseudologica fantastica, 
more recently given the colorful designation of Munchausen’s syndrome (76-78), 
attest to the amazing ability of some persons to palm themselves off under 
various names and diagnoses at numerous hospitals. The fact that they do 
frequent hospitals rather than doctor’s offices suggests that, were there adequate 
means of detection, one might uncover a picture of institutions being utilized 
for many purposes not suspected by physicians. 


Training program 


In contrast with the rationale of research planning, the philosophy and goals 
of a training program point to the university as the logical point of origin and 
control. This becomes clear upon examination of the usual criteria for judging 
the feasibility of a program: 

1) There must be a generally recognized need of trained people for whom 

regular channels of training are not available. 

2) The prospects of adequate recruitment must be good. 

3) There must be reasonable certainty of interest and encouragement by the 

parent discipline or disciplines. 

4) The training must be formally recognized and adequately supervised as 

part of a graduate (preferably doctoral) sequence. 

The need for social psychologists, anthropologists and sociologists in the 
health field is attested by many public and private agencies. There is no es- 
tablished training program for them and they can rarely qualify for the career 
scientist awards of the National Institute of Mental Health. The Russell Sage 
“residency” program is presently operating at a low level. Yale has a small 
formal program of training; it is minimal, still in the exploratory stage, relatively 
narrow in range, and does not enjoy the participation of a social scientist with 
extensive experience in agency operations and clinical problems. 

The size, location and academic reputation of Pennsylvania State University 
are such that adequate recruitment should be no problem. The formal tie be- 
tween the hospital and the PSU graduate school, the fact that the Hollidaysburg 
research director will be teaching on the main campus, and the long interest 
in health matters of Professor Mather, head of the department of sociology and 
anthropology, are evidence of academic support for a training program. The 
sociology department presently offers courses in social welfare and other closely 
related subjects. This department also has a research policy committee. Academic 
credits for any dissertation prospectus which meets normal standards would 
present no significant problem. Adequate supervision would be available at the 
hospital. 

A prospective training program would be the easiest of the objectives to 
specify in stages. The first phase could center on the question of need for, and 
optimal functions of, an outpatient department. This phase could be concerned 
with family, population, and community investigations and hence be most 
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nearly continuous with traditional academic training. It would afford numerous 
opportunities for seeking out information from staff members, learning of their 
problems, experiencing the practical side of questions, and in this way gradually 
cementing a partnership. The program could then be extended into such areas 
as rehabilitation planning and training, the preparation of patients for return 
to the community, the organization of special services, and detailed studies of 
function and structure. 

This training would be aimed primarily at supplying research and consulta- 
tive personnel for various agencies. It should be of mutual benefit, particularly if 
the participants remain alert to opportunities of exchanging their instructional 
resources. 


Research ward 


Space now available might be converted intoa research unit. Detailed specifica- 
tion at this time would be quite unrealistic, but such a unit would be particularly 
useful in the study of controlled change. Some types of possible change are as 
follows: 

1) movable walls, similar to those used in “‘mock-up”’ by hospital engineering 
consultants, to study the effects of space, acoustics, grouping of patients, 
masking and unmasking sources of outdoor light, and routing and distribu- 
tion of nursing personnel ; 

2) changing of color schemes to test the accuracy of widespread assumptions, 
eg., that greens are soothing whereas reds arouse and stimulate; 

3) alternation of nursing procedures to compare the effects of rigid versus 
flexible medication schedules, fixed versus rotating aide-assignments, and 
social participation with patients versus their planned education; 

4) changing or proposing changes in ward policy to determine which elements 
should remain stable and which should invite change from time to time, 
as well as the kinds of resistance or disturbance likely to result from given 
classes of proposed change.’ 

The relationship between change and stability as it affects human relations 
and human behavior constitutes an uncharted area. Ever since the famous 
“Hawthorne experiment” (79) it has been established that even meaningless 
changes, sometimes apparently obstructive ones, may have a desirable effect. 
Studies by McCurdy (80) and Janis (81) showed that people respond in different 
ways to a continuously unstructured existence. Investigations of disaster have 
also shown that people may use both stability and flexibility to maintain emo- 
tional balance (82). The qualities which make for the difference between calamity 
and miracle are also very poorly understood. In this same general conceptual 
sphere is the evanescent but real difference between mobility as it affects an 
underprivileged refugee and mobility on the part of the son or daughter of a 
much-traveled diplomat. The difference between an inspiring change and a 
disturbing change in a population of patients is extremely important but usually 
obscure. 

A less dramatic quality of change concerns the difference between intent and 
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interpretation. At one time, for example, nursing personnel at the hospital 
dispensed with uniforms and other marks of office. The intent was to create g 
democratic atmosphere by erasing the gulf between the patient and the staff. 
It was interpreted as confusion rather than leveling of status, and the patients 
requested that the insignia be restored so that identification would be clear. 

The outcome of planned and unplanned change is another relatively un- 
charted matter. An unknown situation may lead to great anxiety, and yet a 
bride anticipating her wedding, or a child awaiting Christmas, can hardly be 
described as anxious in an unfavorable sense. There are no prescriptive principles 
as to what constitutes an optimal amount of planning. Some mental hospitals 
have been converted into open institutions very gradually whereas others have 
been thrown open suddenly, and in each case the personnel seem convinced that 
their policy was superior. 

Another aspect of attitudes might be worthy of consideration here, namely, 
what has been called relative deprivation (83). Employees of Sears, Roebuck and 
Company in Los Angeles might complain bitterly about the maintenance of 
conveniences; yet, no matter how grudging the maintenance, the level would 
still be a tremendous improvement, and would in fact be luxury, for employees 
of the same company in Biloxi, Mississippi. American families of today complain 
about the inadequacy of medical services far superior to those enjoyed by Ameri- 
cans in 1940. This constant adjustment between environmental changes and 
social norms is much better understood in terms of broad regional trends than in 
terms of institutional policy. In the state hospital context, such studies may 
contribute both to a clearer understanding of social psychiatry and to a firm 
foundation of behavior theory. 

A research ward is especially desirable for the testing of assumptions and 
conclusions about milieu therapy. It would be advisable to follow up such 
unexplained phenomena as the finding by Scher (84) that the alternation of 
permissive and custodial policies is more beneficial than sticking with either one. 
In the study at South Carolina State Hospital (85) certain assumptions about the 
relationship of patients to their environment raised questions as to how much 
change resulted from research studies and how much from the activities set in 
motion by these assumptions. Another practical endeavor would be the design- 
ing of an adequate test for the general validity of the observation of Ytrehus 
(86), that a single change will lead to a complete transformation if subsequent 
changes are made individually as a reward to the patient for improved behavior. 


Implementation of planning 


It is proposed that planning adhere to the following criteria as far as feasible: 

1) Research should grow as much as possible from the institution, its problems, 
and its personnel. 

2) Every decision, project proposal, or research activity should be aimed 
either at the potential improvement of care of the patient or at fulfillment 
of a widely recognized goal of education and public enlightenment. 

3) For its own good and for the good of the healing arts, the hospital should 
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make a particular effort to provide appealing and stimulating opportunities 
for students at all levels. 

4) Preference in research and in training should be given to the problem that 
represents a widely verified and significant gap in knowledge, and to the 
testing of new frontiers, leaving more elaborate and refined efforts to more 
advanced and better equipped facilities. 

5) Extensive planning should be built upon a good foundation of exploration, 
short-term studies, and personnel training. 

6) Emphasis should remain centered on the goal of creating a reputation for 
imaginative work and the encouragment of young scientists, in preference 
to highly specialized and authoritative development of a sharply focused 
research area. 

Because of the many inviting vistas opened up by this approach, as well as 
because of the conditions described in the last portion of the introduction, there 
should be a consultative body to assist the director in making choices. This 
planning body should include representatives of several specialities in the 
health field and in the social sciences. Both academic and practicing specialties 
should be represented. Because of the many problems involved in balancing aca- 
demic and practical views, in persuading independent investigators to work 
toward a synthesis without restricting scientific freedom, and in effecting a 
workable balance between imagination and organization, a continuous planning 
body would be much better than a series of disconnected consultations. The 
members of this board or council could: a) suggest methods, principles and 
hypotheses in their respective fields, b) review proposals for grants and thesis 
dissertations and make comments thereon, c) encourage the best possible match- 
ing of theoretical and applied principles, research material and qualified in- 
vestigators, and d) offer counsel on the timing and scope of requests for continuing 
financial support. 


Personnel 


Assessment of the opinions and attitudes of personnel, and the study of 
personnel relations and recruitment, are of equal importance with studies more 
directly related to therapy. In the near future, however, efforts in that direction 
will be kept within the limits of normal program evaluation. The personnel 
field is relatively well developed, and many of its concerns are not contributory. 
Furthermore, since so much of the success of research hinges upon a partnership 
with personnel, it is best that evaluative and experimental work in that sphere 
be held in abeyance until the program is fairly mature. When research has 
developed to a point equivalent with that of the personne! department it will 
be much easier to determine aims and methods which would be mutually bene- 
ficial. 


PROGRESS NOTES 


The first actual research at the hospital was a test of reliability of the Linehan 
Seale of Leadership Perception (Ref. 20, Appendix). This is a scale designed for 
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analysis of leadership functions among nurses, which had already been cross- 
validated and found to be approximately rectilinear for purposes of correlation 
and variance analysis. The retest was matched by assigning blocks of random 
numbers to various wards and shifts. This maintained anonymity while per- 
mitting considerable comparative analysis. Results were similar to those obtained 
in the initial applications of the scale among general duty and tuberculosis 
nurses. Although the second trial occurred sixty-four days after the first, and a 
week after the superintendent and other key employees announced their resigna- 
tions, there was scarcely any disturbance of the score distribution. These results 
have the practical effect of demonstrating that nursing service can survive a 
radical shift of administration. 

This investigation demonstrated something which could never be planned, 
and might well be missed entirely in a project of the familiar hypothesis-testing 
type. It is most important for institutions of this type that the impact of ad- 
ministrative disjuncture and other extreme situations be studied. Such investiga- 
tions also supply basic knowledge for psychiatry and social science. What they 
lack in rigor and replicability is balanced by the potential for discovering prin- 
ciples and verifying theoretical laws. In this way, perhaps human science can 
fill the wide range of possibilities open to laboratory study, which behavioral 
research has been unable to explore by reason of cultural and ethical 
determinants. 

Beginnings of a less tangible and definitive character, but more substantial 
in terms of research development, have been made in the adjunctive therapies 
(activities). A proposal for a small grant, submitted by the director of music, 
was rejected but is being re-evaluated. The fact that it was his proposal, and the 
first to grow from the problems and ideas of someone responsible for therapy, is 
important. Equally important is the development of a committee by the activists 
to study the construction of an objective behavioral inventory which will meet 
the needs of all the activity programs and also make use of the experience of 
nursing in attempting to use similar inventories. An objective statement has been 
defined by this committee as one from which other people, hearing or reading it, 
will know with certainty what particular event has been recorded. Independently, 
several members of the activities department have seen possibilities of pooling 
ideas and making a comparative or complementary contribution. In these 
endeavors a great deal of ground has been covered in reviewing pertinent litera- 
ture, turning over and constructively criticizing numerous ideas, and becoming 
familiar with research approaches and the multitude of practical considerations 
which go into the fashioning of a project. 

The most significant development for the institution was the appointment 
of Dr. Warren J. Muhlfelder as superintendent. His Board qualifications in 
psychiatry and psychoanalysis, academic and residency teaching, and genuine 
appreciation of the importance of institutional research, represent a most 
unusual combination. His initial reaction was, ‘““What-—-a hospital with no 
residents, trying to justify research talent at this level?’”’ As the needs and 
potentialities in research and training were analyzed, however, the question 
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became a positive statement: “How fortunate for aspiring residents, that 
research guidance is readily available.” 

Out of this reformulation has come an idea that may be of service to other 
small, struggling state hospitals. Medicine, and particularly psychiatry, is in 
dire need of practitioners who can also qualify in research. The essential view- 
points and skills are best acquired in the daily activities of a state mental hospital. 
A combined preceptorship in psychoanalysis and social science research, plus 
liberal remuneration, is ideally suited to the goals of the exceptional fourth- 
year and fifth-year resident who aspires to research, teaching and writing. A 
superintendent certified in psychoanalysis who has a university background, 
together with a social scientist who has been trained in psychiatry and has taught 
medical statistics, present a combination that few hospitals can duplicate. Others 
can, however, find various distinctive features which, if intelligently and earnestly 
utilized, can help to move them out of the deadly impasse of ‘‘no residents, no 
accreditation; no accreditation, no residents.” 

The superintendent and the research director are agreed that psychiatry 
needs every state hospital and that every state hospital needs the fresh, vigorous 
pulse of resident psychiatry. In order to establish an adequate foundation for 
developing unusual thinkers, two policies have been adopted. The first is to 
offer specialized courses in psychodynamics and in research methodology, open 
to selected people such as clinical instructors and school guidance counselors 
from nearby communities, as well as residents. The second consists of a re- 
definition of the term “research director” so as to include full access to the 
currents of evolving policy, participation in the planning of education and 
training, and consultation on matters which affect the general climate 
and orientation of staff thinking. In this way Hollidaysburg State Hospital is 
being committed to the ideal of reciprocity among the academic, professional, 
and public spheres. 

There are a number of important implications in this departure from tradi- 
tional patterns. The chief practical effect has been to establish for social science 
a partnership in tackling mutual concerns, not an isolated and uncertain beach 
head. Longitudinally, it has served to demonstrate what many investigators have 
sensed, namely, that the scientific study of human behavior depends upon a 
working philosophy and a set of role relationships;—a knowingly designed 
social structure—far more than upon the astute design of research studies. In 
terms of strategy, it means that two key concepts, of research growing from the 
institution and of research going hand in hand with training, have been im- 
plemented by administrative actions. 

An incident in one of the staff conferences will serve to illustrate the fusion of 
practical and intellectual concerns. Following discussion of medications which 
one of the patients had received at various times, the question of the response to 
placebo was raised. The staff then delved into the importance of innovation and 
combination as forms of psychosocial therapy, and from there they went on to 
explore the possibility of setting up a limited research unit. After about ten 
minutes they mentally filed the ideas generated in this exchange and returned 
to the practical concerns of a scheduled one-hour conference. 
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University relations have meanwhile been cultivated. The Department of 
Sociology and Anthropology at Pennsylvania State University has workeds 
patiently but steadly on a proposal for a training program, with special interest 
and application on the part of Professor Margaret Matson. Acquaintance with 
members of the faculty of the Graduate School of Public Health at Pittsburgh 
led to an exchange of visits and plans for collaborative research. Doctoral disser- 
tations have not been actively solicited, but candidates whose background and 
interests would justify firm administrative support, have been given clear and 
unequivocal encouragement. This assurance could not be given until program 
development was fairly well along, but without it no state hospital can hope 
to attract and hold the interest of serious investigators. 

It was stated in the beginning that this writer sees no essential distinction 
between “research in nursing” and “nursing research.’’ After many months of 
discussion and preliminary observation, however, it became apparent that the 
term “nursing” is about as discriminative as a diagnosis of schizophrenia. 
Many problems and functions are attached to the department of nursing in one 
hospital or in state hospitals generally, which have no place in textbooks on 
nursing nor in the services of other hospitals. The custodial personnel are super- 
vised by nurses, but as recently as ten years ago they could have been described 
as a security force without grossly distorting the facts. Studies of the evolution, 
the status and the social structure of the group known as attendants are im- 
portant in the field of mental health, but they are not clearly a matter of re- 
search that concerns nursing. 

Even less clear is the reasoning that places formal remotivation in the category 
of nursing. This strange social phenomenon, which is a pragmatic mixture of social 
psychiatry, evangelical dogmatism and self-help, relies heavily upon a rigid ritual. 
It bears to psychotherapy somewhat the same relation as Alcoholics Anonymous 
bears to the mainstream of psychiatry. Most institutions cannot support the 
program except by training attendants to conduct the sessions; and since at- 
tendants are administratively under nursing, proponents have encouraged the 
practice of a medical prescription for each participant in order to circumvent 
the veto power of administrative nurses. Research can be carried on freely for 
two reasons: a) the rigid formalism of group size, number of sessions, and specific 
steps for each session, lends itself admirably to research, and 6) direct ties with 
the attendants will not in any degree disturb the department of nursing. At 
present there is only one genuine research project in existence, and it is under the 
direction of a traditional team of medical and nursing practitioners. 

In using remotivation groups as the focus, a number of avenues of comparison 
come to mind. The group structures and processes could be compared socio- 
metrically and in terms of role, with those of pastoral counseling, play, and 
informal ward groupings. This in turn raises the question of how decisions are 
reached as to the grouping of certain patients, how much the decision criteria 
may vary, and how much these criteria depend upon social structure and social 
distance. 

Differentiation of nursing service from service under nursing regulation may 
be the single most important step in the optimal deployment of research forces. 
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In our institution the problem of inadequate research potential among nurses 
has been set aside as one likely to be resolved only by the nursing profession 
itself, rather than by the behavioral sciences, by psychiatry or by some other 
discipline. Attention is being centered on three processes relevant to improvement 
of the care of the patient. First is the process recognized in the polar terms of 
success and failure. If success, either for a patient or for a training objective, 
can be deseribed, then it is expressible in terms which have a uniform meaning 
either in the common dictionary or in professional terminology. These uniform 
terms can frequently be graded as to such factors as intensity or importance. 
Irom these simple premises, valid and measurable criteria can be developed. 
The second process is attitude formation among nurses, including the impact of 
attitudes and changes in attitude upon staff relations and the success of innova- 
tions. Observing and documenting attitudes, discussion of the meaning of these 
attitudes, and concrete statements of them have paved the way toward measure- 
ment. The measurement of change will then set the stage for modification and 
motivation of attitudes. The third important process is that of in-service train- 
ing. It is generally agreed that attendants have in their hands the decisive 
segment of care of the patient. In-service training for them has been dominated 
by nursing. Attendants are recruited for special training in the activities program, 
but no serious attempts are made to involve social service, pharmacology, 
psychology, medical records, the chaplaincy, and other such relevant disciplines 
in the planning and conduct of their regular training. 

Pursuit of these issues may eventually suggest fairly broad departures from 
established patterns. One may imagine, for example, valid grounds for question- 
ing whether the remotivation program could be more effectively administered by 
psychology or by special activities, or whether the training of attendants and 
the supervision of their work ought to be separate endeavors. In similar vein 
it might be suggested that care of the patients could be improved and bureaucracy 
reduced by merging psychology, social service, volunteer services, and special 
activities under a single administration. It is possible that mental hospitals 
of the future could benefit from a department of learning, with supervision over 
adjunctive therapies, remotivation, in-service training, religious and vocational 
counseling, or whatever has to do with training, informing and conditioning. 
The apparent fitness of the present alignment stems in part from the habit 
of shaping new ideas to old institutional images, partly from a stereotype created 
by persisting attitudes, and to some extent from pure inertia. 

There is a certain amount of logic in existing habit patterns, but it is too often 
the logic that “a rose is a rose is a rose”? means “a hospital is a hospital is a 
traditional general hospital.’’ Conformity of mental hospitals to the pattern in 
textbook discussion of general hospitals may be no more a logical necessity 
than conformity of the patient’s anatomy to that in the textbook diagram. Initial 
explorations indicate that questionings of the status quo are accepted most 
readily by attendants and patients, and least readily by top supervisors. This 
may be due to the fact that the latter have had their mental hospital experience 
preconditioned by assumptions about hospital organization, care of the patient 
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and departmentalization, so that subsequent experience is in the nature of a 
self-fulfilling prophecy. ° 


SUMMARY 


A tentative plan is presented for the introduction of a research program in a 
fairly isolated, traditional state mental hospital in Pennsylvania. Such a program 
should be under the supervision of a director who clearly understands the goals 
of research from the standpoint not only of drug therapy but also of mental and 
administrative influences on the patients and personnel. 

A review of the literature provides additional information regarding factors 
that may be either helpful or harmful in adapting research objectives to the local 
circumstances in the specific institution. 
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DIGITALIS ALLERGY: A STUDY OF 1,720 SKIN TESTS ON 
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Little is known about the incidence of allergic disorders due to the use of 
the various foxglove preparations. This is particularly important in geriatrics 
since the use of digitalis is greater among elderly patients owing to the higher 
incidence of heart disease. 

White (1) stated that he had never observed digitalis allergy in the many 
thousands of cases of heart disease he has seen. Wolfe and Geiger (2), however, 
however, reported a case of true allergy to digitalis preparations. They ad- 
ministered both highly purified and crude preparations of Digitalis purpurea, 
Digitalis lanata and squill at various times to an 82-year-old woman; urticaria 
was regularly produced. The allergic reaction could not be prevented by the 
concurrent administration of an antihistaminic drug. This patient had not 
exhibited any allergic manifestations prior to the administration of digitalis 
preparations. 

Cohen and Brodsky (3) described a patient in whom fever, pruritus, joint 
tenderness and facial edema developed due to digitalis sensitivity. In combing 
the literature one is impressed by the fact that allergic reactions to foxglove 
are reported to be extremely rare. However, many surveys have indicated that 
from 10 to 20 per cent of the general population suffer from some form of allergy. 
Furthermore, a careful history will disclose that sensitivity to one specific 
toxin is rare and that multiple allergies are common. There is no reason why 
foxglove, like other potential allergens, should not strike the human body in any 
area in susceptible individuals. Among the target areas may be the skin, the air 
passages, or the gastro-intestinal tract. When the gastro-intestinal system becomes 
a target area, the result is a syndrome of nausea, vomiting, diarrhea, salivation, 
abdominal pain, belching, gaseous distention and borborygmus. 

Foxglove preparations contain vegetable toxins which can cause poisoning 
or even death in overdosage—which depends entirely upon individual sus- 
ceptibility to the drug. In certain persons these toxins are antigenic, and even 
minute amounts can sensitize the host by the production of specific antitoxins. 
The resulting sensitivity may subsequently produce symptoms similar to those 
caused by an overdosage of the medication. 

Toxie reactions due to the action of digitalis allergens have not been too well 
documented, and require further observation and study. There is as yet no 
clear-cut distinction between the pharmacologic, toxic and allergic reactions to 
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TABLE 1 
Positive Reactions to Various Brands of Digitalis Preparations in Different Age Groups 
(Nov. 25, 1959-Jan. 28, 1960) 


Age 1-19 yrs. Age 20-39 yrs. Age 40-74 yrs. All Ages 
(avge., 10.0 yrs.) | (avge., 29.7 yrs.) (avge., 51.8 yrs.) (avge., 28.7 yrs.) 


+| - + | - + | + | 
| (3.4 33 91 26.6 90 340 
(10.1, 23/109 17.4 32) 87 26.9 73 357 
| | 18.2 29 9 24.4 78 352 
(18.8 2 101 17.1 70 360 


95 620 13. 19.6 114 369 23.6 311 1409 
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Fia. 1. Percentage of positive reactions to TM-1 (430 tests) plotted in terms of the aver- 
age age of the patients in each age group studied. 
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any drug. This is especially true in the case of digitalis; nearly every adverse 
reaction to it is considered to be due to overdosage. 

Allergens enter the blood stream by way of the skin, the respiratory tract or 
the gastro-intestinal tract. They are then carried to the antibody-producing 
cells (thought to be the plasma cells). Antibodies thus formed are released into 
the blood stream. 

Other allergens sensitize fixed tissue cells (probably the mast cells) and become 
attached there. Excess allergens are absorbed by the circulating macrophages of 
the blood stream and take no part in this antigen-antibody mechanism. 

When the antigens or allergens are again introduced into the body and come 
in contact with the circulating antibodies the allergic reaction is immediate, 
whereas following contact with a previously sensitized cell the antigen-antibody 
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Fic. 2. Percentage of positive reactions to TM-2 (430 tests) plotted in terms of the aver- 
age age of the patients in each age group studied. 
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reaction is delayed. Apparently, in the latter case, substances such as heparin, 
serotonin and acetylcholine are elaborated by the action of enzymes in the 
sensitized cell; these, on contact with the shock organ, cause the allergic phenom- 
enon. 

Allergic patients who exhibit toxic reactions to digitalis should be adequately 
skin tested with the specific antigen. It should be kept in mind that some persons 
who show no reaction to foxglove antigen may have active symptoms, as in the 
cases cited by Wolfe and Geiger (2) and Cohen and Brodsky (3). There is still 
a great deal of confusion and skepticism in regard to skin testing, owing to 
the changing concepts of the biochemical and cytologic mechanisms of hyper- 
sensitivity. However, skin testing is still a most valuable aid in detecting hyper- 
sensitive states. 
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Fic. 3. Percentage of positive reactions to TM-3 (430 tests) plotted in terms of the aver- 
age age of the patients in each age group studied. 
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The incidence of drug reactions is rising in association with the increase in 
the number of drugs and in the number of patients seeking treatment. The 
present survey was projected to determine the incidence of allergy to some of the 
digitalis preparations now in common use. 


CLINICAL STUDY 


In this study 430 patients were tested with different digitalis preparations; 
1,720 tests were performed. The youngest patient was a 19-month-old male and 
the oldest a 74-year-old male. The average age was 28.7 years. In the 0-19 year 
age group there were 175 patients with an average age of 10.0 years; in the 20-39 
group, 124 patients with an average age of 29.7 years; and in the 40-plus group, 
131 patients with an average age of 51.8 years. 

The following preparations of digitalis were used: 

TM-1. Digifolin concentrate (Ciba). 
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Fic. 4. Percentage of positive reactions to TM-4 (430 tests) plotted in terms of the aver- 
age age of the patients in each age group studied. 
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TM-2. Digitoxin (Lilly). 

TM-3. Digitalis leaf (Upjohn). 

TM-4. Digitalis composite (Lederle). 

All batches were supplied free from any additives. The digitalis allergens 
were prepared by adding 5 Gm. of the powder or 5 ml. of the concentrate to a 
50 per cent glycerinated buffered saline diluent. After extraction for five to 
seven days, the 5 per cent solution was filtered and used for scratch testing. 

Our studies demonstrated that a patient may be sensitive to one brand of 
foxglove and not to another. In patients 40 years of age and older, 25.9 per cent 
reacted positively to preparations TM-1 through TM-3, in comparison to 
17.1 per cent for TM-4 (Table 1; Figs. 1-4). Since cardiovascular failure is 
common in this age group, the difference may be of some significance. 
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Fic. 5. Composite chart showing the percentage of positive reactions to all 4 digitalis 


preparations (1,720 tests) according to the average age of the patients in each age group 
studied. 


4 
Z 
Z 
7 
20 7 
74 
4 
74 
7 
4 
4 
4 
74 
4 


April 1961 DIGITALIS ALLERGY 283 


12 
10 
= 
ro} 
H 
8 
H 
H 
2 
& 6 
2 
oO 
fa 
oO 
fA 
2 


10 20 30 40 50 
AVERAGE AGE IN EACH AGE GROUP 


PATIENTS HAVING 3 OR MORE POSITIVE 


REACTIONS - 1720 TESTS 


Fic. 6. Percentage of positive reactions (1,720 tests) among patients exhibiting 3 or more 


positive reactions, plotted in term of the average age of the patients in each age group 
studied. 


TABLE 2 
Positive Reactions to Digitalis Preparations, by Sex, in All Age Groups 
(Nov. 25, 1959-Jan. 28, 1960 


No. of Cases Percentage 
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The percentage of positive reactions increased significantly with aging (Tig. 
5). The average increase in positive reactions between the first and second age 
groups was more than 47 per cent, and between the first and third groups it was 
more than 77 per cent. The percentage of patients showing three or more positive 
reactions also increased with aging (Fig. 6). Approximately 32 per cent more 
females than males exhibited allergy to digitalis (Table 2). 

Allergic disease decreases in severity and frequency with aging, but skin 
tests performed on older people demonstrate more positive reactions than can be 
substantiated by the clinical symptoms. This is because a positive result with the 
skin test may be indicative of either past or present allergy, or even of future 
allergy. Therefore, allergic testing of any kind, whether by scratch, intradermal, 
patch, positive-transfer or direct application methods, can be used only as a 
guide. The findings, like those of other laboratory tests, are not necessarily 
diagnostic. 


CONCLUSIONS 


Reports of toxie symptoms due to the action of digitalis allergens have not 
been well documented, and the subject requires further study. 

There are no clear-cut distinctions between the pharmacologic, toxic and 
allergic reactions to drugs. In the case of digitalis especially, nearly every adverse 
reaction is attributed to overdosage. 

Results of the present study indicate that some of the untoward reactions to 
foxglove preparations may be allergic in nature, and that a patient sensitive to 
one brand may not be sensitive to another. 

The application of these findings should prove to be of both practical and 
clinical value. 
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STANDARDIZED TREATMENT OF CHRONICALLY CONSTIPATED 
DEPENDENT GERIATRIC PATIENTS 


SEYMOUR WARMAN, M.D.* 
New York, 


Everyone associated with geriatrics is aware of the problem of constipation 
in the elderly patient. Upon exploring the literature, one will be impressed with 
the many lengthy and significant articles that have been written about this 
subject, and with the various elaborate classifications that have been devised to 
describe a condition which has been relegated to insignificance in modern medi- 
cine. This attitude persists in spite of the increased life expectancy of persons in 
the age group 65 years and older—a group that may comprise 10 per cent of 
the total population of the United States by 1970. 

In institutional practice not only is the treatment of constipation costly, but 
it is often detrimental to the health of the elderly patient. A large percentage of 
geriatric patients are senile or bedridden and require enemas at least bi-weekly 
for relief of constipation. Soapsuds and water are cheap, but the administration 
is a costly procedure, requiring the services of aides to prepare and administer 
the enema, of lifters to assist the patient on and off the bedpan or commode, 
plus the expense of changing and laundering soiled linen and bed clothes. The 
complaints of the patients, the foul odors due to the unpredictable results of 
the enemas, and the occasional anginal or coronary attack precipitated by the 
stress of the enema, are additional factors to be considered. 

The problem at one well known geriatric center (200 beds) was to standard- 
ize the care of chronically constipated elderly patients already fixed in their 
habits and, with minimal hospital cost and care, prevent obstipation. The 
method had to be simple and uncomplicated. It had to entail the use of material 
that was relatively innocuous, readily available, easily administered and eco- 
nomically feasible. Moreover it should yield complete and predictable resulcs, 
with maximal acceptance by the patient. Special problems to be considered were 
senile incontinent patients, those with decubitus, and those who were cooperative 
but bedridden. Other factors of importance were the physiology of the bowel, 
the fixed dietary and drinking habits of the elderly patient, the sedentary life, 
and the dependence of the patient on assistance (such as furnishing a bed pan). 


PROCEDURE 


A program was instituted as follows: The housekeeping staff was instructed 
to make adult-size diapers which were lined with disposable paper liners. The 
nursing staff was instructed in the use of a new laxative suppository containing 
10 mg. of bisacodyl.! A group of bedridden, completely dependent patients 


* F.A.C.A., F.A.G.S. 
Address: 1391 Pelham Parkway North, The Bronx 69, New York. 
' Generously supplied as Duleolax by the Geigy Pharmaceuticals, Ardsley, New York. 
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were chosen as subjects; all of them required at least two enemas a week. 
Twice a week the ward nurse inserted a bisacodyl suppository high into the 
patient’s rectum. Then the bedridden patient was placed in the diaper. Am- 
bulatory patients could help themselves with either bed pans or a commode. 
Since the results were predictable (usually within a half-hour), an aide would 
return, remove the diaper, clean the patient, and dispose of the soiled inner 
paper-liner in one simple operation. This regimen virtually eliminated enemas, 
stressful cardiovascular collapse, dissatisfaction on the part of the patients, foul 
smelling wards, and a costly, messy problem. The system was found to be effee- 
tive with two exceptions: 1) when there was no stool in the rectum, and 2) when 
the suppository was inserted into a bolus of stool and made no contact with the 
rectal mucous membrane. Both of these difficulties were easily overcome by 
proper orientation and instruction of the nurses. 


DISCUSSION 


Defecation is a normal habit which, once deranged, is not easily restored, as 
demonstrated by the high incidence of constipation in the geriatric patient. It is 
aggravated by the dependence of the patient, certain drugs and diets, debility, 
senescence, and various other functional and organic factors. 

The abnormal action of the bowel in constipation may manifest itself in one or 
all of three ways: 1) insufficient frequency of bowel movements, 2) an insufficient 
amount of evacuated stool, and 3) an unusually hard or dry consistency of the 
stool. Clinically, there may be symptoms of stasis such as abdominal distention, 
cramps, flatulence and borborygmi; or systemic symptoms such as headache, 
lethargy and a feeling of fullness. Normally, defecation is partly a voluntary act 
and partly an involuntary act. It is initiated by an involuntary peristaltic 
contraction related to the presence of feces in the colon; when the stool passes 
from the colon to the rectum, a voluntary act is initiated which causes increased 
abdominal pressure due to contraction of the diaphragmatic and abdominal 
muscles. 

Bisacodyl acts by stimulating the parasympathetic nervous system through 
contact with nerve endings in the colonic mucosa. It apparently initiates two 
types of autonomic reflexes: axon reflexes that take place entirely within the 
bowel wall, and segmental reflexes mediated through the vagus and the sacral 
nerves. Axon reflexes occur primarily at the site of contact of the drug with 
the colonic mucosa. The segmental reflexes, on the other hand, result in a mass 
peristaltic wave throughout the colon regardless of the point of initiation. The 
primary effect of this parasympathetic stimulation is to promote the tone of 
colonic musculature and to increase peristalsis. In addition, however, it in- 
creases the secretion of the mucous glands lining the colon, thus lubricating the 
bowel wall and facilitating the passage of fecal material, especially when it is 
hard and inspissated. 


SUMMARY 


Constipation is a symptom complex, and not a disease. It may result from a 
variety of causes, both functional and organic, and is of great significance in 
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geriatric institutions where its treatment constitutes a time-consuming and 
costly part of nursing care. A standardized procedure has been devised to 
manage this problem neatly and efficiently, by the use of a rectal laxative sup- 
pository (Duleolax) which is inexpensive, nontoxic, predictable in action, and 
highly acceptable to patients. It has been employed successfully in a 200-bed 
geriatric center. It reduced foul odors, large laundry bills and time-consuming 
labor, and also obviated the rectal bleeding, hernia, cardiovascular collapse and 
infected decubitus ulcers, occasionally associated with the administration of 
soap-and-water enemas. 


PSYCHIATRIC-MEDICAL MANAGEMENT 
WARREN F. GORMAN, M.D., F.A.C.P.* ann JOHN J. VETTER, M.D.t 
New Yorkt, N.Y. 


Psychiatric-medical management is the combined psychiatric and medical 
care of the patient by a team which is composed of psychiatric and nonpsychiatric 
medical practitioners, incorporating methods that are borrowed from the science 
and art of medicine in general. In management, the patient’s condition and the 
environment are altered in order to reduce the indications of a pathologic 
relationship between the patient and the world of reality. Symptomatic treat- 
ment and management are similar, but in management the environment is 
extensively manipulated. 

Patients who require psychiatric care, but who deny the need for psychiatric 
intervention, often react favorably to psychiatric management. Elderly patients, 
psychotic patients at home or in a general hospital, alcoholics (1), and drug 
addicts (2) may be cared for by management methods (3). 

Unlike standard psychiatric treatment, management may be used with the 
patient who refuses the psychiatrist’s intervention in his mental illness. For 
example, a paranoid psychotic patient may feel that the doctor is another of his 
persecutors, and guilt and fear on the part of the patient’s relatives may in- 
terfere with treatment. 

The psychologic basis of psychiatric management consists in giving the 
patient a bridgehead to reality, followed by development of his ability to func- 
tion in the world of reality. Insight, or the process of understanding motivations, 
emotions and unconscious processes, is not an aim in management. Partial 
regression to a lower level of emotional development may be actively encouraged, 
as in the “anaclitic” treatment of certain psychosomatic disorders, thus per- 
mitting the therapist to manage the patient’s basis conflict (4, 5). Partial re- 
gression to an infantile level of behavior gives protection from excessive anxiety, 
as regression can serve as a defense against anxiety (6). The regression may be 
produced by sedative or psychotropic drugs in large dosage or by an intensive 
program of electric shock (regressive shock) therapy (7). In the regressed state 
the patient tends to become dependent upon his physician. The therapist may 
then give massive reassurance (8) simultaneously with active restoration of 
the patient’s defenses. 

Psychologie support, freely offered by the members of the management team, 
is a major element in the program. The patient is encouraged to rely upon the 
constructive factors in the doctor’s personality, as well as upon his professional 
skills. In psychiatric-medical management, one cares both for the patient and his 
environment. Working with the patient’s family must be included as an essential 


* Address: 147 East 50th Street, New York 22, N. Y. 
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part of the procedure, particularly with older persons, since hospital-like care may 
sometimes be given at home. The team of therapists,! headed by a psychiatric- 
practitioner in conjunction with a nonpsychiatrically trained physician, must 
coordinate their efforts, as well as all adjuvant medical procedures (9). 

The use of mental hospitals is often unsatisfactory for psychotic or near- 
psychotic patients in a short exacerbation of mental illness. Many mental 
disturbances, including those of the aged, are transitory, but the prog- 
nosis is often incorrectly regarded as hopeless. A general hospital ward 
may not be satisfactory, because of the patient’s behavior or appearance 
of suffering from a mental disorder, which causes apprehension in the other pa- 
tients and in the hospital staff. A specialized psychiatric ward within a general 
hospital is often best, but only a few general hospitals are so staffed and equipped 
(10). Care of the patient in the hospital during the day (day hospital) (11, 12) 
and at home overnight is useful when the patient can actively engage in occupa- 
tional and recreational programs in the day hospital. The home becomes the 
elective site of management in many cases because the home can offer freedom 
from the strangeness of a hospital environment, strangeness which can pre- 
cipitate anxiety and fear of abandonment, particularly in the aged (13). 


MANAGEMENT OF A SENESCENT CHRONIC PARANOID PSYCHOTIC PATIENT 


Case 1. R, a 77-year-old man, was considered ‘“‘strange and unreasonable’’ all of his life. 
When first seen in his recent illness, he continually complained of his wife’s illness and con- 
sumed large amounts of whisky and secobarbital, occasionally falling or dropping lighted 
cigarettes. His wife was ill with leukemia, of which she died a week later, and had specifi- 
cally requested that R not attend her funeral. 

The patient, a retired lawyer, insistently telephoned his only child, a son of 50, and his 
few other relatives to lament his wife’s impending death, keeping their telephones busy. 
He refused to bathe for three to five months at a time, although occasionally incontinent 
of urine. He also complained that his son would be killed on his business trips to Murope, 
stating this fear every two minutes. 

Because of R’s agitated depression, he was transferred to a mental hospital for an eight- 
week period. To move the patient there, the psychiatrist had to surprise him while sleeping, 
inject a small amount of barbiturate intramuscularly and personally escort the patient, 
with car and driver waiting, to the hospital. Complete prohibition of aleohol and a rapid 
withdrawal of barbiturates was effected, using sedatives and tranquilizers. 

During his hospitalization, medical reports were prepared to protect the patient and 
physicians. Conferences were held with the lawyer and family members, including a brother 
who had not spoken to R for twenty-five years, and the family was fully briefed on manage- 
ment care at home. Because of R’s age and deprivation of human warmth, it was felt that 
longer hospitalization would shorten his life, causing a senile physiologic fatality. 

An excellent companion was engaged after interviewing 14 candidates and making 3 
trials in service. Shortly thereafter, R developed bronchopneumonia, confirmed by portable 
X-ray examination. He accepted antibiotics by mouth, vet refused to go to bed and con- 
tinued to pace the floor as he was pursued by his companion and a registered nurse (called 
in for his acute illness), until a sufficiently large dose of tranquilizer had been administered. 
Hospitalization in a general hospital would have been disturbing both to this patient and 
to the hospital. 


' “Therapist”? as used here refers to anyone who participates professionally in the man- 
agement of the patient. 
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His companion at the hotel is an energetic, middle-aged woman, who supervises his wel- 
fare, prepares his meals and administers vitamins and tranquilizers. His diet consists largely 
of cookies, ‘‘coke’’ and oral vitamins. It is necessary for the companion to sleep in, because 
of the patient’s fear of being alone, his age, and the fact that, even with a hearing aid, he 
is almost totally deaf. 

On week days, R leaves his hotel at 6:30 in the morning to go to his office, where he stud- 
ies the newspaper obituaries. He also peruses outdated tax reports with his “secretary,” 
who is an auxiliary companion. On week-ends, he lunches regularly with his recently wid- 
owed sister, the only person who will tender him an invitation, and attends religious ser- 
vices. 

The psychiatrist prescribed and adjusted medication in consultation with the internist. 
Routine physical examination was performed by the internist every three months. The 
psychiatrist visited the patient at home three times weekly. Conferences were held with 
the family about once every six weeks. 

Tea or coffee (but no aleohol) was a staple at each visit. As R had no family or friends 
who would share Christmas with him, the psychiatrist and companion engineered a con- 
densed Christmas celebration (14, 15). In three years of management, R has become better 
nourished and less incontinent but has shown practically no change in his psychotic symp- 
tology. 


HOME TREATMENT 


Case 2. D, «a 34-year-old woman, complained of six years of chronic diurnal anxiety, a 
fear that going to sleep was a precursor of dying, and attacks of panic during her menstrual 
period. She periodically drank two-fifths of a gallon of whisky daily. She had consulted a 
psychiatrist for more than three years, and was regarded as a case of manic-depressive 
syndrome. When seen during an acute attack, she seemed stuporously alcoholic. 

Her mother had warned her that ‘liquor befuddles the brain and makes you lose control 
of yourself,’’ and had objected to her marriage to Mr. O., described as an alcoholic. 

Her father, who had retired when D was 6, gave her the only real pleasure she could 
recall—taking her on walks in the woods with his favorite hounds. She remembered visits 
with him to an orphanage; at these times he would make her collect some of her dolls and 
give them away to the other children. One night, when she was 11 years old, he suddenly 
died of a heart attack. Her mother banished her to her room at this time, saying, ‘‘Go to 
sleep and don’t open the door; something is wrong with your father.’’ In her own illness, 
withdrawal to her room, ill, represented the fantasy of re-enactment of her father’s fatal 
illness. 

Immediately before the collapse of adaptation to her environment, she had encountered 
difficulties in arranging « holiday party for an orphan home. She identified herself with the 
orphans and felt rejected, as she had been by her father’s visits to the orphanage years 
before. She then retreated to the security of her bed, where her condition demanded atten- 
tion by parent figures. 

Management required an extremely able and tolerant nurse, who lived in the same room 
with the patient for a week. The patient demanded that the heat be turned off, although it 
was snowing outside. The therapist commented on entering the room that it was as cold 
as a tuberculosis hospital in the mountains. He then offered the patient liquid food, saying 
that it would warm her and relax her. 

Soft foods were given in small amounts at frequent periods during the day. Fluids were 
administered in the form of carbonated beverages redolent of her diet in childhood. She 
was bathed in bed and sedated heavily at night. An internist examined her, remained on 
call and treated her when a moderate respiratory infection developed. In a few days, when 
she was allowed more adult food, she expressed a predilection for spare ribs, which had been 
the specialty of her father’s camp cooking over an outdoor grill during her childhood. Am- 
bulation was encouraged gradually, as in a surgical ease, moving her from bed to sofa to 
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chair, despite the absence of physical incapacity. In six days she was able to leave the house 
and visit the psychiatrist’s office. 

During the next few months she was encouraged to enter an entertainment field, and 
for three years has been relatively well. 


DISCUSSION 


Older or younger patients of either sex are suitable for psychiatric-medical 
management. Older men and women often require that visits be made to them— 
an effort which demonstrates acceptance by the doctor or the community (16). 
Home visits also yield valuable data about persons and things in the patient’s 
life, which often are omitted in the history. When visiting an older person at 
home, the therapist should permit elaborate attention to himself, such as a 
formal tea. This allows the older person to feed, and thus care for, a manifestly 
competent individual, and thus the patient’s sense of personal competence is 
elevated. In the case of depressed persons of any age, the therapist’s home visits 
alleviate the patient’s sense of unworthiness. When a depression (or a 
psychosomatic illness as an equivalent of depression) follows the real or symbolic 
loss of an important individual in the patient’s life, the repeated visits of the 
therapist as a warm, giving person cannot be underestimated. 

The management team should be headed by 2 physicians, one of whom should 
be a specialist in psychiatry. Authority must be clearly in the hands of one or the 
other therapist. Since the management team aims at rapid adaptive improve- 
ment, the members of the team should be able to assimilate new experiences with 
the patient and with each other, as in the interaction of the group members in 
group psychotherapy. A psychiatrist, when functioning as a member of the 
management team, should feel free to make house calls and perform a physical 
examination, as well as to prescribe medication. In psychoanalysis, in which the 
independence of the patient is emphasized, the patient is encouraged to express 
his own thoughts and feelings as freely as possible; in management, on the other 
hand, guidance is of paramount importance and temporary regression with its 
accompanying dependence upon the physician is often desired. The presentation 
of gifts, such as fruit, candy or a trinket, is a practical method by which the 
therapist can gratify the patient’s dependent needs. As in medical practice in 
general, much of the communication between doctor and patient does not re- 
quire the use of words (17). 

Visits may vary in length, ranging from a few minutes to approximately an 
hour or longer. Experience with psychiatric patients is not the most important 
factor in the therapist’s background, but his enthusiasm is essential (18). The 
personal nature of the challenge in management generates an intensified effort 
toward the patient, the family, and the lay and medical community. The 
therapist must maintain a sufficiently flexible schedule of office and hospital 
practice, and be available at off hours as well, in order to meet the needs of the 
management patient. Psychiatrists generally find it difficult to maintain such 
flexibility because the length of their treatment sessions is almost one hour, and 


292 GORMAN AND VETTER Vol. 1X 


because most psychotherapeutic or psychoanalytic patients are best seen on a 
fixed schedule. As a psychiatrist’s personal and professional responsibilities 
increase, it becomes difficult for him to maintain more than one management 
patient at a time. 


SUMMARY 


Psychiatric-medical management is the care of acutely ill psychiatric patients 
by a team of therapists headed by a psychiatrist and a nonpsychiatrically 
trained physician. The patients include those who are emotionally disturbed, 
addicted to drugs, or psychotic; many of them are elderly. Care is intensive and 
time-consuming, lasting for a few days or to several weeks. It may be ad- 
ministered in the home or in a general hospital, obviating the need for admission 
to a mental hospital. The patient’s family, friends or business associates co- 
operate in the management. 

The patient is permitted partial regression to an infantile level of behavior, 
such as Leing allowed to remain in bed in the absence of physiologic need for 
bed rest, or being fed by a member of the management team. The psychiatric 
or nonpsychiatrie therapist provides massive reassurance by attending to the 
major and minor needs of the patient. The therapist then rapidly encourages the 
patient to meet the immediate demands of the environment. Physicians, nurses 
and all other therapists confer frequently with each other and with the family 
during this brief period of supportive psychotherapy. 

Case reports on patients showing relatively prompt restoration to function 
are presented. 
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ACCELERATING THE THERAPEUTIC DISCHARGE RATE FOR 
GERIATRIC-PSYCHIATRIC PATIENTS* 


MORSE P. MANSON, ann LILLIAN HALL, M.D.f 


INTRODUCTION 


The treatment-rehabilitation project described in this paper was in operation 
for sixteen months—from November 1957 to March 1959. It involved the devel- 
opment of a medical-psychologic-rehabilitation team whose efforts were directed 
toward intensification of the treatment and rehabilitation of patients in the Geri- 
atric-Psychiatric Service at the Veterans Administration Hospital, Sepulveda, 
California. 

The treatment-rehabilitation team consisted of the physician-in-charge and 
team leader (Dr. Lillian Hall); the consulting psychiatrist (Dr. Amedo Mastro- 
buono); the psychologist (Dr. Morse P. Manson); the social worker (Leona 
Cooper); and the nurse-in-charge (Ruth Cooper). Supplementing the team and 
implementing its program were all the members of the nursing staff, a social 
worker who arranged for family-care placements, various therapists (occupa- 
tional, corrective, physical, recreational, manual arts, industrial), volunteer work- 
ers, and members of all the other hospital services. In addition, interns in coun- 
seling and clinical psychology, trainees in occupational therapy, and several con- 
sultants in psychology made valuable contributions to the project. 

This study presents data in 4 areas of investigation: 1) Characteristics of the 
population treated. 2) Approaches and activities used. 3) Criteria for measuring 
the effectiveness of the program. 4) Follow-up study of discharged patients. 


CHARACTERISTICS OF THE PATIENTS 


The patients were 275 males admitted to the Geriatric-Psychiatric Service 
during the period December 1955—March 1959. The 100 beds on this Service were 
fully occupied most of the time. 

Race. Of the 275 men, 95 per cent were white and 5 per cent non-white. 

Age. Ages ranged from 25 to 88 years, with a mean of 61.1 years. Ten of the 
patients were younger than 40. 

Marital status. Approximately 30 per cent were single, 40 per cent married, and 
most of the others divorced (Table 1). 

Chief occupation. Eighty-six different occupations were represented. Twelve per 
cent of the men had worked in professional or managerial positions, 14 per cent 
in clerical and sales jobs, 11 per cent in domestic and service activities, and 7 per 
cent in agriculture and forestry; 25 per cent had been skilled workers, 6 per cent 
semi-skilled workers, and 9 per cent unskilled workers; the occupational history 


* Approved by the Veterans Administration. 

t Chief, Counseling Psychology Services, Veterans Administration Hospital, Sepulveda, 
California. 

t Physician-in-Charge, Geriatric-Psychiatrie Service, Veterans Administration Hos- 
pital, Sepulveda, California. 
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of 16 per cent was unknown (Table 2). The system of classification used was that 
described in the Dictionary of Occupations. 

Diagnoses. Twenty-eight diagnostic categories were used (Table 3). The mean 
number of diagnoses per patient was 2.3. Of the 275 patients, 80 per cent were 
classified as psychotic; 56 per cent were thought to have chronic brain syndrome, 
and 22 per cent had cardiovascular disease. 

Duration of hospitalization. For the 275 patients, the mean length of the period 
in the hospital was 23.3 months. 

Death rate. In forty-four months, 36 of the 275 patients (13 per cent) died. 
This was less than 1 (0.8) death per month, or 0.3 per cent of all patients. 


TABLE 1 
Marital Status 

| No. of Patients Per Cent 

TABLE 2 
Chief Occupations 
Occupations | No. of Patients | Per Cent 

Sub-professional..................... 8 3 
6 2 
Protective service.................... 14 5 
1 0 
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TABLE 3 
Diagnostic Categories 

Diagnosis No. of Patients Per Cent 
Schizophrenia—paranoia......................... 41 14.9 
Schizophrenia—catatonia........................ 9 3.3 
Schizophrenia—hebephrenia...................... 21 7.6 
Schizophrenia—undifferentiated. 19 6.9 
Manic-depressive psychosis. ...................... 12 4.4 
Involutional melancholia. 12 4.4 
Psychosis—undifferentiated 82 29.8 
Senile deterioration... 15 5.5 
Chronic brain syndrome. ......................... 118 42.9 
Chronic brain syndrome—aleoholism.............. 18 6.5 
Chronic brain syndrome—syphilis................ 17 6.2 
Cardiovascular disease... 61 22.2 
29 10.5 
Minor pulmonary disease. 11 4.0 
Castro-intestinal 7 2.5 
Dermatologic disease. 4 1.5 


APPROACHES AND ACTIVITIES USED 


The program was a highly integrated one, in which all staff members and ser- 
vices participated, including general medicine, psychology, social work, physical 
medicine and rehabilitation, special services, and the chaplaincy. One character- 
istic of the program was an increased sensitivity to the needs of the patients. 

Under the direction of the physician-in-charge, intensification of services re- 
sulted; an atmosphere of therapeutic progress developed, and patients became 
aware that things were either happening or going to happen. Typical comments 
by patients were: ‘‘All my friends are leaving,” ‘It isn’t like it used to be,”’ “Who 
are all these new doctors?’’, “‘When can I leave?”’, and ‘‘Why can’t I leave?” 

Medical-psychiatric. At the daily medical rounds, there was increasing partici- 
pation by the ancillary staff, particularly in the planning of rehabilitation and 
discharge. The number of patients discussed at each weekly staff meeting rose 
from 2 or 3 to 6 or 7. Increased numbers of employees attended training sessions. 
Members of the medical staff took part actively in psychotherapy meetings and 
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in programs involving self-government by the patients. Nurses and aides mingled 
with the patients at group psychotherapy gatherings. Many valuable suggestions 
were made by the nursing assistants, who served well. in liaison between patients 
and staff. A great deal of information from aides, nurses and patients moved up 
to the professional staff. Staff members reciprocated, often directly with the pa- 
tients. There was always a free flow of information at all levels, and the use of con- 
sulting services increased. The services provided by Dr. Mastrobuono, function- 
ing as a consultant both in psychiatry and in physical medicine and rehabilitation, 
were of great value. 

Psychologic-rehabilitation. Psychologie services were expanded and an increas- 
ing number of patients were interviewed and tested. A program of group psycho- 
therapy was activated. At one time, 7 groups were meeting, and approximately 
75 per cent of the patients on the Service were in group psychotherapy. Psycholo- 
gists participated actively in the program of self-government by the patients. 
This included a variety of activities such as debates, panel discussions and group 
discussions, with invited speakers and panelists from the community and the 
hospital staff; musical programs by volunteer performers; and discussions of cur- 
rent affairs by patients and staff. These programs took place at least once a week. 

In cooperation with the occupational therapist, Frances Moss, the psycholo- 
gists developed a work therapy project in which several pieces of furniture were 
constructed; approximately 15 patients were active in this department. Psycholo- 
gists participated in the planning of assignments in industrial therapy, manual 
arts, and work therapy. They also were active in training the staff, and published 
several research papers dealing with this project. 

Social work. The social worker played a key role in planning for discharge. 
When the staff agreed that a patient was medically, psychiatrically and psycho- 
logically ready for discharge or for therapeutic advancement, the social worker 
concentrated her activities on the patient and family concerned. Working with 
them, she formulated discharge plans in keeping with both the staff recommenda- 
tions and the family’s circumstances. 

In nearly all cases the social worker dealt with the family of the patient. Many 
patients had been in the hospital so long that they had withdrawn to a state of 
almost complete inaccessibility, and their families long had considered them to be 
permanent inmates of the institution. 

The social worker also was involved in seeing that the patient’s resources and 
funds would be used in his best interests. When the family was sympathetic and 
understanding, there were fewer planning problems than when the family was 
indifferent; nevertheless the problems were numerous. For example, when a pa- 
tient had a legal guardian, difficulties frequently arose because the guardian could 
not accept the concept that after twenty or thirty years of free hospital care the 
patient could now leave the hospital and use his own resources for his living ex- 
penses. Such a revolutionary thought was immediately and indignantly rejected 
by many of the guardians. In several instances, direct negotiations with them be- 
came impossible, and dealings had to be managed through the good offices of the 
chief attorney of the Veterans Administration. 
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A program of family care was developed by the social work department. A so- 
cial worker investigated homes, placed discharged patients therein, and followed 
up the placed patients. Social workers participated in self-government, group 
psychotherapy and training sessions. Increased contacts with the families of pa- 
tients resulted in acceleration of the discharge rate from the hospital. 

Physical medicine and rehabilitation. The occupational therapy service devel- 
oped many individual and group projects for patients. Suggestions by patients 
often were followed. For example, several patients wished to spend time garden- 
ing. They requested that a plot of ground be provided, and this was done. They 
then suggested that two gardening teams be formed, so that they could compete; 
this also was done. They planned gardens in which they spent many hours of 
work, with an occupational therapist as a counselor. At the end of the growing 
season, the gardens were judged by representatives from community garden clubs 
and a prize was awarded. The winning team was offered the choice of a dinner 
party in a good restaurant, individual gifts, or a group gift to the hospital. The 
members decided on a group gift, and made a trip with the occupational therapist 
into town. There they shopped and selected a framed picture, which they donated 
to the day room of the Geriatric-Psychiatric Service. 

Such projects increased the numbers of patients participating in activities. 
Additional services were provided through the assignment of occupational ther- 
apy trainees. Interdisciplinary projects were developed by psychologists and 
manual arts therapists; these included furniture building and the construction of 
a miniature doll house for play therapy. Patients worked with corrective, physical 
and educational therapists. They made increasing use of the library, and an in- 
creasing number became active in manual arts or received work assignments in 
the industrial therapy program. 

Special services. A recreational therapist was assigned to the Geriatric-Psychi- 
atric Service. He developed programs of sports activities which involved many 
formerly inactive and withdrawn patients in playing golf, bowling, swimming, 
attending sports events outside the hospital, taking field and bus trips, and going 
on picnics and fishing trips. Several volunteer workers provided parties, song 
fests and stimulating group experiences. A room in the Service was furnished 
with a radio, chess and checker sets, and a ping-pong table and equipment. Each 
of the 3 chaplains appeared on programs for patients, in addition to meeting the 
patients individually. 


CRITERIA FOR MEASURING THE EFFECTIVENESS OF THE PROGRAM 


Four criteria were used: 1) time spent in the hospital, 2) the discharge rate, 3) 
the rate of return to the hospital, and 4) quality of adjustment after leaving the 
hospital. 

Time spent in the hospital. The average length of time spent in the Veterans 
Administration Hospital at Sepulveda by the 275 patients was 23.3 months. lor 
the discharged patients, the average length of stay was 18.8 months, and for the 
non-discharged group it was 26.3 months. The average time spent on the Geri- 
atrie-Psychiatric Service by the entire group was 17.3 months; by the discharged 
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patients, 11.0 months; and by the non-discharged, 19.3 months (Table 4). Thus 
the discharged patients—presumably the healthier ones—spent distinctly less 
time in the hospital and on the Geriatric-Psychiatric Service than did those who 
were not ready for discharge. 

Table 5 shows the duration of hospitalization for the discharged patients, year 
by year, for the period 1955-1959. The length of stay increased up to the first two 
months of 1959; then there was a drop. Confirmatory evidence may be seen in the 
increasing percentage of patients who left the hospital after a brief stay. The per- 
centage of patients who left the hospital after staying four months or léss has 
increased in the last two years, up to the time of writing. 

Discharge rate. Of the 275 patients in this study, 172 (62.5 per cent) had never 
received a discharge, whereas 103 (37.5 per cent) had received a total of 131 dis- 
charges. Of all who received a discharge during this study, 66 (50.4 per cent) had 
received no prior discharges, whereas 65 (49.6 per cent) had been discharged pre- 
viously. 

A year-by-year analysis of the discharge data (Table 6) shows a steady rise in 
the discharge rate, and an acceleration of the rate during the period of this study 
(1957-1959). From a projected 6 per cent in 1955, the discharge rate rose to a 
projected 102 per cent in 1959. For the single full year of 1958, when the accelera- 
tion program was in operation, the rate rose to 68 per cent. 

Figure 1 shows both the number of discharges and the number of returns for 
the 1955-1959 period, and the changes that occurred following initiation of the 
acceleration program. During the first two months of the program, there was a 


TABLE 4 
Time Spent in the Hospital 
. Meaths i onths on Geriatric- 
No. of Patients H 
Diecharged...................| 80 18.8 | 11.0 
Non-discharged................ 195 26.3 19.3 
TABLE 5 


Number of Months Spent in the Hospital by Discharged Patients 


Percentage of Patients in Hospital for 


Y Months in 
Hospital (mean) 
| 0-4 months 5-23 months 24 months or more 
| 
1955 | 8.0 | 0 | 100 0 
1956 | 2.6 | 100 ae 0 
1957 ' 13.6 33 | 57 10 
1958 | 15.4 38 29 33 
1959 | 12.2 53 | 24 | 23 
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TABLE 6 
Discharge Rates, by Year, for the Period 1955-1959 


Year No. of Discharges Discharge Rate* 
1955 (Nov. & Dec.) 1 1% for 2 mos.; 
6°, projected for full year 
1956 5 5% 
1957 40 40% 
1958 68 68°; 
1959 (Jan. & Feb.) 17 17% for 2 mos.; 


102“ projected for full year 


1955-1959 131 26.2% for 3 vrs. 4 mos. 
40.2% projected for 5 yrs. 


* The ratio of the number discharged to the number on the Geriatric-Psychiatric Service 
multiplied by 100. 


drop in the number of discharges; then for the next six months there was a sharp 
increase which was maintained at the maximal level for the last four months. 

Table 7 shows the types and numbers of discharges on a year-by-year basis. In 
1955 the only kind of discharge was by trial visit; in 1956 there were 2 types of 
discharge; in 1957 there were 5 types; and in 1958 there were 7 types. Increasing 
numbers of patients left on trial visits and for domiciliary care. A new kind of 
discharge, used extensively in 1958, was family placement care. The member- 
employee program was also first used in 1958. It is evident that the number of 
discharges, as well as the types, increased in association with the acceleration 
program. 

The various types of discharge were compared on the basis of the mean periods 
of time the patients stayed outside the hospital (Table 8). The longest period out 
of the hospital (10.8 months) was associated with the ‘“‘maximum hospital bene- 
fits’ (MHB) discharges. The shortest period (4.4 months) was associated with 
trial visits. However, this type of discharge was often converted into MHB, thus 
partly accounting for the short duration. 

Return rate. An analysis was made of the data on all patients who had been 
discharged from, but later returned to the VA Hospital at Sepulveda (Table 9). 
Undoubtedly, a few patients returned to other hospitals, but they were not in- 
cluded. From 1955 to 1959, the return rate for geriatric-psychiatric patients de- 
creased steadily. The rate was 57.5 per cent in 1957, but only 29.4 per cent in 
1958, when the acceleration program was active. The return rate for the first two 
months of 1959 dropped to 17.6 per cent. 

Quality of adjustment after discharge. The data are discussed in the next section. 


FOLLOW-UP STUDY OF DISCHARGED PATIENTS! 


A questionnaire was sent out, and 80 discharged patients were interviewed. 
Ninety-one per cent of the questionnaires were returned. 


‘Manson, M. P., and Engquist, C. L.: Post-hospital adjustments of a geriatrie-psy- 
chiatric group, (unpublished data—1960). 


April 1961 ACCELERATING TREATMENT AND REHABILITATION 301 


17 BUILDING 7 
OISCHARGED 
NUMBER 
RETURNED 
14 
ae tt 
D 10 
fa) 
9 
w 8 
27 
2 6 
5 
4 
3 
2 
re) aan 
so. oF 
JA OND 
1958 1959 


Fic. 1. Discharges and returns before and after initiation of acceleration program (arrow) 


The mean age of the discharged patients was 62.3 years. In 85 per cent the 
diagnosis was psychosis; in 35 per cent, chronic brain syndrome; and in 11 per 
cent, cardiovascular disease. The death rate per month among the discharged pa- 
tients was 0.18 per cent, compared with 0.46 per cent for those who remained in 
the hospital. 

The discharged patients had been absorbed into 30 different communities—67 
per cent to “family care” or “own family.”’ About two-thirds of those discharged 
remained in homes or settings found for them by the hospital discharge planning 
team. More than half had some source of income; 54 per cent received a Veterans 
Administration pension or compensation. The mean income of the discharged 
group was $155 per month. 

Adjustments to living outside the hospital were, for the group as a whole, be- 
tween “fair” and ‘‘good.’”’ Adjustments to the state of health were ‘‘good”’ and 
social adjustments were between “fair”? and ‘“‘good.’’ One 64-year-old patient, 
hospitalized for many years, was discharged and returned to his home. Shortly 
afterward he bought an automobile, regained his driving skill, and was able to 
drive safely on the California freeways. Driving about 200 miles to and from the 
hospital, he made several visits with his friends there. Shortly before this report 
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TABLE 7 
Type and Number of Discharges, by Year, for the Period 1955-1959 
| | | | 
Type of Discharge | | (1986 | 1957 | | 1989 (Jan. | 
1 | 2 | 27 6 | 49 
Maximum hospital benefits. . _ — | 3 | 17 | 12 | 5 37 
Against medical advice. ...... — — 2 1 2 | 5 
3 2 — | 5 
_ | 14 | 14 
Member-employee program... . — | | | 1 2 
— 
Totals... 5 | 40 688 
TABLE 8 


Duration of Stay Outside the Hospital Following Various Types of Discharge 
| 


Mean Length of Stay Outside 


Type of Discharge the Hospital (months) 


Maximum hospital benefits... 10.8 


Against medical advice. ee 6.5 
Member-employee program... 5.0 
TABLE 9 
Return Rate, by Years, for the Period 1955-1959 
Year | No. Discharged No. Returned Return Rate* 

1955 (Nov. & Dec.) | 1 1 100.0% 

1956 5 4 80.0% 

1957 | 40 23 57.5% 

1958 | 68 20 29.4% 

1959 (Jan. & Feb.) | 17 3 17.6% 

Period 1955-1959 | 131 ol 38.9% 


* Ratio of number returned to number discharged X 100. 


was written, one of the authors (L. H.) received an announcement of the patient’s 
forthcoming wedding. 

Seventy-three per cent of the discharged patients were getting along without 
direct outpatient medical care. However, 60 per cent were receiving case-work 
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help through the Veterans Administration outpatient clinic or through the hos- 
pital social work service. 

Thirty-three per cent of the discharged patients were working an average of 
almost four hours per day, or nineteen and a half hours per week. At the rate of 
$1 per hour, the average working patient would earn $975 per year, and the whole 
group would earn $15,600 per year. In no case was the money received from work- 
ing sufficient to provide fully for self-maintenance. 

Ninety-three per cent of the patients responding were thought by the inter- 
viewing social workers and psychologists not to be in need of further hospitaliza- 
tion in the immediate future. 

Most of these discharged patients appeared to be happier, healthier and more 
productive outside the hospital than they had been when hospitalized. 


DISCUSSION 


The results of this study indicate that severely ill and aged patients have poten- 
tials for living at more satisfying and productive levels than are possible within 
hospitals. These higher levels can be reached if concerted and integrated efforts 
are made in the area of treatment and rehabilitation. 

It was demonstrated that, in association with the acceleration program, the 
number of patients leaving the hospital increased, the rate of return declined, 
possibly the death rate was reduced, and some patients were proved able to return 
to gainful employment. 

The greatest gains were probably the emotional and social improvements. 
These could not be measured accurately, but it seems clear that many discharged 
patients lived richer lives after they left the hospital. 


SUMMARY 


At the Veterans Administration at Sepulveda, California, a program for accel- 
eration of treatment and rehabilitation was developed by a medical-psychologic- 
rehabilitation team which directed its efforts toward the therapeutic discharge of 
geriatric-psychiatric patients. This program accomplished the following: 1) in- 
creased the number of patients discharged, 2) decreased the number of returns, 
3) possibly reduced the death rate, 4) reduced the amount of medical care needed 
by discharged patients, 5) returned patients to gainful employment, and 6) pro- 
vided them with more satisfying emotional and socia! experiences. 


ANABOLIC EFFECT OF 19-NORTESTOSTERONE 
PHENYLPROPIONATE IN: UNDERWEIGHT GERIATRIC WOMEN 


CARL SMITH, M.D. anno P. C. JOHNSON, M.D.* 


The Departments of Medicine, University of Oklahoma School of Medicine, the Veterans 
Administration Hospital, Oklahoma City, and the Central State Hospital, Norman, 
Oklahoma 


INTRODUCTION 


Patients who have disorders associated with increased destruction or decreased 
synthesis of body protein may benefit from the administration of anabolic ster- 
oids. Testosterone derivatives have been widely used as anabolic agents, but their 
undesirable androgenic effects have limited their use. A great many steroids have 
been studied in efforts to find those with maximal anabolic but minimal andro- 
genic activities. 

Desirable anabolic: androgenic ratios have been noted following administration 
of certain 19-nortestosterone derivatives in animals (1). One 17-alkyl derivative, 
17a-ethyl-19-nortestosterone (norethandrolone), has been characterized by a par- 
ticularly desirable anabolic: androgenic ratio and has been widely used in man. 
It is effective orally, but has the disadvantage of producing cholestasis and liver 
dysfunction in some patients (2, 3). Several 19-nortestosterone esters have been 
prepared. In a rat assay, one of them, 19-nortestosterone phenylpropionate (nan- 
drolone phenpropionate) had four times the anabolic potency of testosterone 
phenylpropionate but only half the androgenic potency (4). 

Metabolic balance studies in humans have shown this steroid to be an effective 
anabolic agent (5-7). However, the demonstration of protein anabolism in a few 
subjects during carefully controlled balance studies is not necessarily synonymous 
with effectiveness in larger numbers of patients in clinical situations. We there- 
fore set out to determine whether or not 19-nortestosterone phenylpropionate 
would produce a significant body-weight gain in underweight postmenopausal 
women. The effects of the steroid on hematocrit, erythrocyte count, and the levels 
of serum phosphorus, total serum protein, albumin, and total body water were 
also measured. 


SUBJECTS AND METHODS 


Forty postmenopausal females in a state psychiatric hospital were chosen for the ther- 
apeutic trial. Their ages ranged from 50 to 95 years, with a mean of 74.6 + 1.5 years. Psy- 
chiatric diagnoses were chronic brain syndromes or variants of schizophrenia. All patients 
were ambulatory and free of edema. The weight of each patient was at least 20 per cent 
below her ideal body weight, as determined by tables of the Metropolitan Life Insurance 
Company. All were given a routine ward diet consisting approximately of 77 Gm. of protein, 
73 Gm. of fat, and 188 Gm. of carbohydrate. Additional bread was eaten as desired. Dietary 
intakes were not quantitated. 

The patients were divided randomly into 4 equal groups for a study by the double blind 


* Present address: The Methodist Hospital, 6516 Bertner Boulevard, Houston 25, Texas. 
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technique. The treatment groups (Nos. I, II and III) received 19-nortestosterone pheny]- 
propionate! in a dosage of 50 mg. in sesame oil intramuscularly once weekly for four, eight 
and twelve weeks respectively. Groups I and II were then given placebo injections of sesame 
oil until the twelfth week. The control group (No. IV) received a placebo injection of sesame 
oil once weekly for twelve weeks. The body weight, hematocrit, red blood cell count and 
the levels of hemoglobin, total serum protein, serum albumin and serum phosphorus (8) 
were determined for each patient weekly for two weeks before treatment, and every four 
weeks thereafter. 

Samples of blood were drawn and the patient was weighed at least two hours after break- 
fast and before the noon meal. The total body water was measured by tritium (9) during 
the control and treatment periods. Three to four hours were allowed for equilibration of the 
tritium with body water. 

Before initiation of the study we had heped to evaluate the androgenic effects of the 
steroid. When these eiderly women were examined before treatment, we were surprised to 
find that many of them had an excessive growth of coarse hair over the upper lip and chin 
and were regularly being shaved by the ward attendants. Subsequently Melick and Taft 
(10) reported that three-fourths of women over 66 years of age have terminal hair over the 
upper lip and chin. We did not attempt to measure changes in the rate of hair growth nor 
did we attempt to evaluate clitoral hypersensitivity or libidinal changes, so we have no 
quantitative data regarding androgenic effects. 

The level of total serum bilirubin was determined after four weeks of treatment in all 
patients. The percentage retention of bromsulfalein (5 mg. per Kg. body weight) at forty- 
five minutes was determined in 6 patients of group III after twelve weeks of treatment and 
again after treatment had been discontinued for fifteen weeks. The levels of serum glutamic 
oxalacetic transaminase (SGOT) (11) and serum glutamic pyruvic transaminase (SGPT) 
(12) were measured in 8 patients of group III after twelve weeks of treatment. 


RESULTS 


Table 1 shows the mean body weights (with standard errors) for the groups. 
Figure 1 shows the mean body changes in weight. A significant weight gain oc- 
curred in all treated groups; there was no change in the control group. In Group I 
there was a mean weight gain of 2.3 Kg. during the four weeks of treatment; a 
moderate weight loss ensued during the next eight weeks of placebo administra- 
tion. Group II, treated for eight weeks, also showed a mean weight gain of ap- 
proximately 2 Kg. for each four weeks of treatment. After the steroid 
was stopped, the mean weight for this group also decreased. The mean weight for 
Group III changed similarly during the first eight weeks of treatment, but no 
further gain occurred during treatment from weeks 8 to 12. At the end of twelve 
weeks the mean weight for the control group had not changed, but the mean 
weights for all the treatment groups were greater than the respective control 
values. 

Table 1 and Figure 2 present the mean serum phosphorus level for each group 
and the mean change. During treatment with 19-nortestosterone phenylpropio- 
nate there was a significant decrease in the concentration of serum phosphorus, 
followed by a return to the control value within four weeks of discontinuing treat- 
ment. 

The mean control hemoglobin levels were within the normal range. At the end 
of four weeks the mean hemoglobin value dropped in all 4 groups. At the end of 
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Fig. 1. Mean changes in body weight + the standard error for each group. Groups I, 
II and III received 19-nortestosterone phenylpropionate for 4, 8 and 12 weeks, respectively. 
Group IV received a placebo throughout. 


eight weeks all treatment groups showed a rise in the mean hemoglobin level and 
there was no longer a statistical difference between it and the control values. 
However, in group IV (the control group), the hemoglobin value was still below 
the control level. No significant changes occurred in the red blood cell counts or 
hematocrits. 

The decrease in concentration of total serum protein in group III at the end of 
four weeks was significant, but the mean total serum protein level subsequently 
returned to the control value. In the control group (group IV) there was also a 
significant decrease from the control value, but by the twelfth week the mean 
value was no different from its control. Little physiologic significance can be at- 
tributed to these changes. There were no significant alterations in the mean serum 
albumin levels throughout the study. 

Determination of the percentage of body weight present as body water showed 
that there were no significant changes in any group. Because of the large error in 
the determination, no significance can be attached to the apparent decrease in 
all groups. 

At the end of four weeks the mean serum bilirubin level was normal for all 
groups; there were no individual elevated values. At the end of twelve weeks of 
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Mean Serum Phosphorus Change 
Milligrams 4 


Weeks 

Fic. 2. Mean changes in serum phosphorus concentration + the standard error for each 

group. 
TABLE 2 
Serum Levels of SGOT and SGPT and Percentage Retention of BSP After Twelve Weeks of 
Treatment in Patients of Group III 

The BSP determination was repeated 15 weeks after the end of the treatment period 

(week 27). 


| % Retention of BSP 
Serum SGOT (units) Week 12 Serum SGPT (units) Week 12 — 
| Week 12 Week 27 
16 13 7 5 
13 12 4 3 
27 8 2 4 
21 | 13 16 10 
15 ] 11 9 8 
12 | 13 | — — 
34 | 14 


treatment, values for SGOT and SGPT were normal in 8 patients of group III 
(Table 2). Thepercentage retention of bromsulfalein (BSP) was determined after 
twelve weeks of treatment in 6 patients of group III (Table 2). In one the value 
was 16 per cent, which was outside the normal range. The BSP determinations 


Group 
2 T] v 
0. 
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were repeated fifteen weeks later in the same patients; in the interval no treat- 
ment had been given. In 5 of the 6 there was a slight decrease in the percentage 
of BSP retained, but in 4 of these the differences were of doubtful physiologic 
significance. In the patient who initially exhibited abnormal BSP retention the 
value was still the highest for the group. Physical examination did not reveal 
any signs of liver disease. 


DISCUSSION 


The 19-nortestosterone compound studied most intensively in man is 17a- 
ethyl-19-nortestosterone. Dosages of 25 or 50 mg. orally per day have produced a 
mean weight gain of approximately 4.5 Kg. in underweight males and females 
after six months of therapy. During the first four weeks of therapy the mean 
weight gain was approximately 1 Kg., and during the first twelve weeks the gain 
was approximately 2.5 Kg. (2). In the present study 19-nortestosterone phenyl- 
propionate (50 mg. intramuscularly weekly) produced a mean weight gain of 2.3 
Kg. in the first four weeks of therapy and a total weight gain of 4.3 Kg. during 
eight weeks of therapy. Comparison of the two studies shows that 19-nortesto- 
sterone phenylpropionate produced a weight gain in two months equal to that 
produced in six months with 17a-ethyl-19-nortestosterone. The more rapid rate 
of gain in the present study may be due to a difference in the anabolic effective- 
ness of the two steroids, or it may merely reflect differences in the age, sex and 
mental status of the patients in the two groups. 

The composition of the tissue accounting for the gain in weight is uncertain. 
The gain could have resulted from increases in lean body mass, fat or edema, 
either singly or in combinations. However, no peripheral edema was observed 
during the study. There were no significant differences in the percentage body 
water within groups. Moreover, with only one exception, the ranking of the means 
showed that each maintained its relative position to the means of the other 
groups. This is evidence that the weight gains represented increases in lean body 
mass rather than edema. In the patients of group I, the failure of the body 
weight to return to the control level during the eight weeks of placebo adminis- 
tration supports this conclusion. Although dietary intakes were not measured 
quantitatively, many of the patients ingested more food during treatment and 
and apparently had increased appetites. 

The lack of additional weight in group III during the third month of treatment 
is interesting, though unexplained. This phenomenon may be similar to that 
observed in castrated rats treated with varying doses of testosterone propionate. 
In these animals, continued treatment produced a rapid initial maximal weight 
gain followed by an inhibition of weight gain, or a loss with higher doses (13). 
If extrapolation from the animal study to the present study be possible, then 
maximal weight gain may have occurred in group III after two months of treat- 
ment, and further treatment might have produced inhibition of weight gain or 
weight loss. 

The mean serum phosphorus level decreased during treatment. Phosphorus 
retention occurs during nitrogen retention and protein anabolism. A significant 
mean increase in the concentration of serum phosphorus has been noted in young 
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males following orchiectomy (14) and a decrease has been noted after the adminis- 
tration of 17a-ethyl-19-nortestosterone (15). During the present study, the 
decrease in the mean concentration of serum phosphorus paralleled the adminis- 
tration of the anabolic steroid. The decrease in the serum phosphorus level 
usually occurred during periods of weight gain. However, this decrease may have 
been correlated with factors other than weight gain, since the serum phosphorus 
value did not increase in group III when inhibition of weight gain occurred 
during the third month of treatment. Furthermore, the serum concentration of 
any substance is notoriously misleading when efforts are made to extrapolate 
from mean changes in serum to changes in total body stores or turnover rates. 

A high incidence of abnormal bromsulfalein retention and of abnormal SGOT 
levels has been noted after the administration of 17a-ethyl-19-nortestosterone 
(3, 16). It is our belief that a BSP retention in the range of 8-14 per cent is not usu- 
ally abnormal (17). By this criterion, only 1 of 6 patients showed abnormal BSP 
retention after twelve weeks of treatment with 19-nortestosterone phenyl- 
propionate, and this could not definitely be attributed to the drug. Since hepatic 
dysfunction is sometimes associated with the administration of methyltesto- 
sterone, it is possible that cholestasis may be correlated with the administration 
of compounds having alkyl substitutions in the alpha position of the 17-carbon 
atom. 19-Nortestosterone phenylpropionate is esterified in the beta position. 
Esterification in this position is not commonly associated with hepatic 
dysfunction. 

This study has demonstrated the effectiveness of 19-nortestosterone phenyl- 
propionate in promoting body weight gain and presumably protein anabolism. 
It provides no information concerning possible androgenic effects, and we do not 
know of definitive studies concerning the possible effects on progestational 
activity in females, on epiphyseal closure in growing children or on spermatogene- 
sis in males. It has been reported that 19-nortestosterone phenylpropionate in a 
dosage of 25 mg. intramuscularly every 5 days (18) and 17a-ethyl-19-nortesto- 
sterone in a dosage of 25 to 50 mg. orally daily (2) cause amenorrhea. The latter 
compound probably inhibits ovulation and corpus luteum formation (19). 
Most 19-nortestosterone compounds will probably have undesirable androgenic 
effects at presently undefined dosage levels. These considerations have less 
relevancy in geriatric patients. 


SUMMARY 


Three groups of underweight postmenopausal women in a psychiatric hospital 
were given 19-nortestosterone phenylpropionate (nandrolone phenpropionate) 
in a dosage of 50 mg. intramuscularly once weekly for four, eight or twelve 
weeks. The study was conducted on a double-blind basis and included a control 
group. The diet was unrestricted. 

Treatment for eight weeks resulted in a mean total body weight gain of more 
than 4 kilograms. No further weight gain occurred with additional treatment 
for four weeks. The serum phosphorus level decreased significantly during 
administration of the steroid. In both treated and control groups there was a 
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slight but significant decrease in the blood hemoglobin level initially. No signifi- 
cant changes occurred in the mean values for hematocrit, red blood cell counts, 
serum albumin level, or total body water. 
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USk OF A HORMONE-VITAMIN-LIPOTROPIN COMBINATION ON 
THE GERIATRIC-PSYCHIATRIC SERVICE OF A MENTAL 
HOSPITAL 


A. HAAS, M.D.* 


Columbus Psychiatric Institute and Hospital, University Health Center, Columbus, Ohio 


The geriatric-psychiatric service of Ypsilanti State Hospital was recently 
organized as a separate functional unit. [t was conceived as a step-by-step pro- 
gram that would finally encompass the care of all such cases. Of the total hospi- 
tal population of 1,300 patients, about 33 per cent were past the age of 60. 
Admissions outnumbered deaths, so that this steady population increased from 
year to year—almost exclusively in the geriatric age group. The increase was 
augmented by patients among the permanent inmates who had grown old 
enough to enter the geriatric category. 

kifforts were concentrated on a few pilot wards. There was relatively little 
experience in this area and virtually no tradition to follow. This had its draw- 
backs, but also had important aspects of freedom from the inertia of established 
points of view. 

On these few pilot wards the tradition of “skillful neglect”? was discarded. 
Once reorientation of the personnel had been accomplished, we proceeded to 
establish a favorable environment for our older patients. Stimulation of interest 
on the part of the patients seemed to be the main obstacle to a meaningful ward 
environment. Several approaches yielded encouraging results and were used to 
establish a “therapeutic ward milieu” within the limitations of a state mental 
hospital. This provided a new routine for many formerly apathetic patients. 
They gradually became more active. Several were also treated on an individual 
basis, with one or two interviews weekly. Such a program, together with occupa- 
tional and recreational therapy and remotivation classes took care of the great 
majority of the patients. However, a certain number were resistant to this 
regimen, nor did they respond to psychotropic drugs. Their eating habits were 
poor, and they remained apathetic, aloof and withdrawn. This group was se- 
lected for the first trial of treatment with a combination of estrogen, androgen, 
vitamins and lipotropins (Geritag).! 


INITIAL STUDY 


The initial trial was conducted with 8 patients—4 men and 4 women. All 
were past the age of 60 and none was more than 80 years old. The diagnosis was 


* Present address: 473 W. 12th Avenue, Columbus 10, Ohio. (Formerly of Ypsilanti State 
Hospital, Ypsilanti, Michigan.) 

' Geritag, supplied by Tutag of Detroit. Each capsule contained: methyltestosterone, 2 
mg.; ethinyl estradiol, 0.01 mg.; ferrous sulfate, 50 mg.; rutin, 10 mg.; ascorbic acid, 30 mg.; 
vitamin By, 1 wg.; molybdenum, 0.5 mg.; cobalt, 0.1 mg.; copper, 0.2 mg.; vitamin A, 5,000 
1.U.; vitamin D, 400 1.u.; vitamin E, 1 1.u.; caleium pantothenate, 3 mg.; thiamine hydro- 
chloride, 2 mg.; riboflavin, 2 mg.; pyridoxine hydrochloride, 0.3 mg.; niacinamide, 20 mg.; 
manganese, 5 mg.; iodine, 0.15 mg.; potassium, 2 mg.; zinc, 1 mg.; choline bitartrate, 40 
mg.; methionine, 20 mg.; inositol, 20 mg. 
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chronic brain syndrome, mild to moderately severe. The subjects were 15 to 25 
per cent underweight according to the generally used scales of ideal weights. 
They were screened carefully for signs of mammary or prostatic malignancy. 
They were cooperative to the extent of not refusing to take medication. None 
was other than occasionally incontinent of urine. 

Each patient was given 1 capsule of Geritag daily for thirty days. Weights 
were recorded weekly, changes in blood pressure were watched for, and inquiries 
were made as to subjective well-being. The patients were carefully observed for 
signs of overdosage of hormones. The ward personnel were asked to note the 
patients’ behavior from the point of view of self-care, socialization, mood, and 
outside interests, particularly with regard to such details as ease in getting in 
and out of beds and chairs, speed of movement, speed and skill in dressing and 
undressing, and the color of the skin. 

Results. After one month of treatment, the results were as follows. Of the 8 
patients, 6 had improved. Weight gains ranged from 39 to 14 pounds. The 2 
patients who did not improve (1 male and | female) suffered from depressive 
syndromes of many years’ duration complicated by mild chronic brain syndrome. 


SECOND STUDY 


The information gained from study of these 8 patients induced us to try the 
vitamin-hormone-lipotropin (v-h-l) combination in a larger group drawn ran- 
domly from the admitting service and the chronic geriatric-psychiatric service, 
during routine medication reviews. The group comprised 22 patients —13 men 
and 9 women. Ages ranged from the early 50’s to 8114 years, the average being 
about 75 years. Criteria and ratings were similar to those used in the intial 
group. In addition, the v-h-] combination was given to a nurse in her 40’s and 
to an attendant’s husband who was in his late 50’s. In these 2 subjects the 
results were evaluated on the basis of their subjective feelings as observed by 
them and their spouses. 

Results. The results were somewhat less impressive than in the first group. 
These 22 patients had been in the hospital for a longer period (ten years) than 
had the initial 8 patients. Among the initial 8 cases, 6 had been new admissions 
and 2 had been readmissions. Among the 22 cases of the second group, 14 had 
been originally diagnosed as schizophrenia but this condition had ‘burned out” 
and the patients had acquired chronic brain syndrome in the course of their 
life in the institution. 

Of the 9 females treated with the v-h-l] combination, 3 improved markedly 
and 4 improved minimally (especially in the areas of appearance and agility), and 
2 remained unchanged. 

The 13 males presented a similar picture. Three of them improved markedly 
and 8 improved moderately, in all areas of observation. Two remained essen- 
tially unchanged except for improved color of the skin, which perhaps indicated 
an increase in capillary circulation. 

The 2 subjects from the hospital staff reported subjective improvement in 
mood, an increase in activity and a reduction in fatigue. 
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COMMENT 


In both groups no adverse effects were noted, either during or after the clini- 
cal trial. In these trial studies, all other psychotropic medication was stopped. 
The patients who improved maintained the improvement for at least a month 
without additional or substitutive medication. In the schedule as finally estab- 
lished, Geritag was restarted, according to a cyclic regimen. The males received 
1 capsule daily for thirty days, followed by seven days without therapy. The 
females received 1 capsule daily for twenty-one days, followed by seven days 
without therapy. To date, after four months of medication, improvement has 
been maintained and there have been no signs of side-effects. 

Placebo controls were not used, because it was known that these patients 
had not responded to previous therapy. 


SUMMARY AND CONCLUSIONS 


‘Two groups of elderly patients in a state hospital were treated with a hormone- 
vitamin-lipotropin combination (Geritag) in a dosage of 1 capsule daily for thirty 
days. The patients suffered from mild to moderate chronic brain syndrome and 
had not been responsive to standard medication with psychotropic drugs. 

Of the total of 30 patients, 12 improved markedly, 12 improved moderately 
and 6 remained unchanged. Improvement was measured against the patient’s 
previous behavior and appearance, according to simple criteria of living on the 
ward. 

No adverse effects were noted, either during or after therapy. 

All patients who improved during the trial period were given this medication 
on a permanent basis, according to the cyclic schedule. Males received treatment 
for thirty days with a seven-day interval between courses; females, for twenty- 
one days followed by the seven-day interval. 

The great majority of elderly patients in a mental hospital can be helped by 
treatment with this hormone-vitamin-lipotropin combination. It is of definite 
value, not only as an adjunct to psychotropic medication, but also when given 
alone to undernourished, apathetic geriatric patients with mild to moderate 
chronic brain syndrome. 
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Abstracts of Current Literature 


RELATION OF FAT TOLERANCE TO CORONARY ATHEROSCLEROSIS. 
Berkowitz, D.; Sklaroff, D. M.; Spitzer, J. J., and Likoff, W. Thirty-third 
Sc. Session, Am. Heart Assoc., 1960; Circulation 22: 723 (Oct.) 1960, Pt. 2. 


On the basis of more precise methods for studying lipid metabolism, notably radioactive 
fat-tolerance tests, evidence is at hand which indicates that abnormal fat tolerance is more 
frequently present, and that this may represent a more fundamental disturbance than that 
reflected by an elevated blood lipid fraction. Furthermore, treatment of patients with 
coronary artery disease and hypercholesterolemia with various of the cholesterol-lowering 
agents such as nicotinic acid, sitosterol, and triparanol, has resulted in a reduction in the 
cholesterol level in a certain percentage of those treated, with no concomitant improvement 
in the fat tolerance. It is not likely, therefore, that these drugs produce any favorable 
changes on the atherosclerotic process. Attempts to improve fat tolerance by weight reduc- 
tion, heparin, and certain other related preparations, with or without a simultaneous low- 
ering of the cholesterol level, would appear a more rational approach to the problem. 


THE OCCURRENCE OF POSTERIOR SUBCAPSULAR CATARACTS IN PATIENTS WITH 
RHEUMATOID ARTHRITIS TREATED WITH CORTICOSTEROIDS. 

Black, R. L.; Oglesby, R. B.; von Sallmann, L., and Bunim, J. J. Proe. Ann. 
Meet. Am. Rheumatism Assoc., June, 1960; Arth. & Rheum. 3: 432 (Oct.) 1960. 


Posterior subcapsular cataracts (PSC) are generally found to be associated with exposure 
to toxie agents, intra-ocular disease, ionizing radiation, and/or blunt trauma. As a rule, 
these lenticular lesions are differentiated from senile cataracts by their location and appear- 
ance on slit-lamp examination. The development of PSC in 4 rheumatoid arthritis patients 
during administration of synthetic corticosteroids (prednisone, prednisolone, dexametha- 
sone)—an observation which had not previously come to the authors’ attention—prompted 
a survey of rheumatoid arthritis patients available for study between June 1959 and Janu- 
ary 1960. Patients were included only when the A.R.A. criteria for definite or classic rheu- 
matoid arthritis were fulfilled and when complete details of previous forms of therapy were 
available. A total of 66 patients underwent careful ophthalmologic evaluation. Seventeen 
showed PSC. It was necessary to exclude 3 other patients with PSC from the calculations 
because of the presence of complicating ocular disease which might have been related to 
PSC formation. The 63 patients included in the calculations were then classified according 
to the maintenance dose of steroid received. Four categories were formed: 1) no steroid 
therapy, 2) low-dosage range (prednisone < 10 mg. or its equivalent), 3) mid-dosage range 
(prednisone, 10-15 mg. or its equivalent), and 4) high-dosage range (prednisone, 16 mg. and 
over, or its equivalent). No PSC was observed in the 19 patients in group 1 or the 6 patients 
in group 2. On the other hand, 5 of the 22 patients (23 per cent) in the mid-dosage range and 
12 of the 16 (75 per cent) in the high-dosage range exhibited the PSC lesions. The 3 other 
patients excluded from the calculations were also in the mid- and high-dosage ranges. The 
relationship between steroid dosage and the development of PSC was highly significant 
(0.1 > P > 0.001). Other factors in the experience and therapy of these patients, including 
radiation, the administration of salicylate, heavy metals, supplementary calcium or anti- 
malarials were found to have no significant correlation with the occurrence of PSC. 


EVALUATION OF A CHOLESTEROL-SYNTHESIS INHIBITOR (TRIPARA NOL). 
Carver, M. J.; Freeman, J..G., and Smith, J. A. Ann. Int. Med. 53: 462 (Sept.) 
1960. 
The effect of Mer-29 (triparanol) was tested in long-term administration to 29 persons 
in dosages of 125, 250 and 750 mg. per day. The initial serum cholesterol levels were not 
315 
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abnormally high, as they ranged between 180 and 308 mg. per 100 ml. Neither did the test 
subjects have pre-existing diseases such as coronary heart disease or familial hypercholes- 
teremia. Triparanol lowered the serum cholesterol level, particularly during the first four 
weeks of therapy. The low levels were not maintained as medication was continued, nor 
when it was discontinued. The amount of decrease was not dependent upon the dosage of 
triparanol. Effects observed during administration of the drug included a mild skin rash 
in 2 patients and a low leukocyte count in 2 others. Chronic congestive cardiac failure in 
one patient and edema in another were thought to be coincidental illnesses and not due to 
the medication. 


CRYOGLOBULINEMIA, REPORT OF TWELVE CASES WITH BONE MARROW FINDINGS. 
Farmer, R. G.; Cooper, T., and Pascuzzi, C. A. Arch. Int. Med. 106: 483 
(Oct.) 1960. 


An ever-increasing spectrum of diseases and clinical syndromes is being caused by ab- 
normalities in the molecular level. Prominent among these are conditions resulting in quali- 
tative or quantitative abnormalities in the serum globulin fraction. Cryoglobulin was dis- 
covered in 1923 and named in 1947. The characteristics of this group of cold-precipitable 
proteins which resemble normal gamma-globulin are described. Diseases in which cryoglob- 
ulins have been demonstrated include multiple myeloma, chronic lymphocytic leukemia, 
lymphosarcoma, kala-azar, lupus erythematosus, rheumatoid arthritis, periarteritis nodosa, 
Sjégren’s syndrome, subacute bacterial endocarditis, coronary artery disease, polycythemia 
vera, portal cirrhosis, and malignant tumors. The major symptoms and theories of the 
mechanism of their production are reviewed. The complaint of cold sensitivity or the oc- 
curence of pseudo-Raynaud’s phenomenon is prominent in cases of eryoglobulinemia. The 
occurrence of cold-induced circulatory disturbances on unusual parts of the body, particularly 
the face, is an important early symptom. Unusual bleeding tendencies, especially upon 
exposure to cold, furnish an early clue to diagnosis. Purpura will usually be found on the 
lower extremities. There may be ulceration about the ankle that shows little tendency to 
heal. Laboratory testing will yield evidence of the abnormal globulin. The majority of 
patients also show signs of bone marrow disease involving the plasma cell or lymphocytic 
lines, or both. The present study suggested that eryoglobulin is a by-product of the plasma- 
cell or lymphoeytie disorder. Therapy with irradiation, alkylating agents, steroids, and 
anticoagulants has been unsuccessful. The resistant nature of the underlying disease may 
account for the difficulty in treatment in many cases but idiopathic cases also present prob- 
ems. In one case of presumptive reticuloendotheliosis, cryoglobulin disappeared after 
roentgen therapy and the patient now is in the fourth year of remission. It is suggested 
that plasma exchange transfusions might provide transitory relief of symptoms. Twelve 
cases of eryoglobulinemia are reported. Two-thirds were in men, and half of the group had 
multiple myeloma—findings consistent with those of previous reports. One patient had 
lymphocytic lymphosarcoma, and 1 primary macroglobulinemia. In 4, the disease was 
deemed idiopathic since no evidence of underlying disease could be found. The most prom- 
inent clinical manifestation was pseudo-Raynaud’s phenomenon. However, the classic 
three-phase Raynaud’s phenomenon was rarely observed, a distinction that has not pre- 
viously been noted. Other manifestations were oronasal bleeding and purpura. Funduscopic 
signs typical of eryoglobulinemia were found in 4 patients. The concentration of eryoglob- 
ulin in the serum varied-from 300 mg. to 7.2 Gm. per 100 ml. The amount was not corre- 
lated with the symptoms, the bone marrow findings, or the underlying disease. The bone 
marrow of these patients showed evidence of plasma-cell and lymphocytic disorders. Rel- 
atively few vacuolated plasma or myeloma cells were seen in any of the 12 marrows. 


DIABETIC OPHTHALMOPLEGIA WITH SPECIAL REFERENCE TO THE PUPIL. 
Goldstein, J. ., and Cogan, D.G. Arch. Ophthalmol. 64: 592 (Oct.) 1960. 


Case reports are presented of 20 patients in whom 22 episodes of diabetic third-nerve 
ophthalmoplegia occurred. The age range was from 46 to 74 years, with an average age of 
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62. The sex incidences were equal. Each eye was involved an equal number of times. Seven- 
teen patients had sparing of the pupil. Two of the 5 with pupillary involvement showed 
incomplete iridoplegia with an obvious difference in the pupillary response to light in the 
two eyes. One patient had complete internal ophthalmoplegia and the other 2 a nearly 
completed iridoplegia. Associated headache on the affected side occurred in 18 instances. 
The paralysis lasted an average of two and a half months. The authors comment on the 
disease as follows: Characteristic of diabetic third-nerve paralysis is its occurrence in a 
middle-aged person who has diabetes mellitus either as an overt disease of many years’ 
duration or in a mild form, perhaps manifested only by abnormal glucose tolerance. There 
may be a history of previous cranial monoplegias which gradually subside in a few months 
without complications. The onset of the ophthalmoplegia is sudden and frequently accom- 
panied by homolateral headache. The intensity of the headache varies from complete ab- 
sence to marked severity. It may be a diffuse hemicrania or more localized in the frontal, 
peri-orbital or retro-orbital regions. The external third-nerve paralysis may be partial or 
complete. The pupil is spared in the majority of cases, but some demonstrate varying de- 
grees of iridoplegia. This is in contradistinction to the nondiabetic group of tumors and 
aneurysms, in which the pupil is usually involved. Diabetic retinopathy or other peripheral 
neuropathy is frequently absent. The remainder of the neurologic findings are usually nor- 
mal, including absence of nuchal rigidity, and negative results with lumbar puncture, a 
skull roentgenogram, and a carotid angiogram. The course of the ophthalmoplegia is benign 
and the condition gradually subsides within a few months. There is no evidence of mis- 
direction of nerve fibers. 


RHEUMATIC SYMPTOMS ASSOCIATED WITH CARCINOMA OF THE PROSTATE IN ELD- 
ERLY MALES. 

Harrison, J. W., and Scherbel, A. L. Proc. Ann. Meet. Am. Rheumatism Assoc., 
June, 1960; Arth. & Rheum. 3: 449 (Oct.) 1960. 


One of the cryptic symptoms of malignant disease may be the development of rheumatic 
pain in a site remote from the primary neoplasm and independent of metastatic lesions. 
Typical and atypical forms of rheumatoid arthritis and dermatomyositis beginning sud- 
denly after the age of 60 years may be associated with a malignant process somewhere in 
the body. In approximately 90 per cent of patients with classic rheumatoid arthritis, the 
disease develops before the sixth decade. Recent reviews concerning the age of the patient 
at the onset of dermatomyositis point to the fact that malignant lesions are frequently 
encountered in those in whom the dermatomyositis developed in the fifth and sixth decades, 
whereas there is little if any correlation when the disease develops at a younger age. An 
association between carcinoma of the prostate and a rheumatic disease in 7 male patients 
is reported and attention is drawn to the fact that estrogen therapy in these co-existing 
conditions may result in control of both the carcinoma and the rheumatic symptoms. Six 
patients who sought medical treatment for ‘rheumatoid arthritis’? which began after the 
age of 60 years were found to have carcinoma of the prostate. One patient in whom the 
classic clinical and pathologic features of dermatomyositis developed, also was found to 
have carcinoma of the prostate. Case histories in these patients emphasize the disabling 
symptoms that led them to seek medical aid. All patients received only estrogen therapy. 
Five responded with complete disappearance of rheumatic symptoms; 2 responded initially 
but were unable to continue therapy: The importance of searching for a malignant lesion 
in patients in whom rheumatic symptoms develop after 60 years of age is stressed. The 
disappearance of rheumatic symptoms in these patients during estrogen therapy in a dosage 
sufficient to control the carcinoma suggests that malignancy may activate and perpetuate 
a connective tissue disease in some unexplained manner. 
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THE USE OF DIRECT STIMULATING MYOCARDIAL ELECTRODES IN COMPLETE ATRIO- 
VENTRICULAR BLOCK. 

Levowitz, B.S.; Ford, W. B., and Smith, J. W., Jr. J. Thoracic & Cardiovasc. 
Surg. 40: 283 (Sept.) 1960. 


In 3 cases of acquired atrioventicular block associated with Stokes-Adams seizures, the 
biopolar electrode of a pacemaker was implanted in the myocardium. The patients had 
failed to respond to medical management in conjunction with an external pacemaker. Di- 
rect myocardial stimulation was maintained in the first patient for three months before 
he succumbed to infection along the path of the electrode cable, which infection had not 
been eradicated by intensive antibiotic therapy. No pathologie changes could be found in 
the heart or surrounding mediastinal structures which could be attributed to prolonged use 
of the external unit. The second patient has remained asymptomatic for seven months with 
the electrodes in place. There are occasional dropped beats, and some purulent drainage 
around the entrance into the chest wall. The third patient eventually could dispense with 
the pacemaker and is being maintained with isoproterenol. The operative approach to the 
treatment of complete heart block is governed by the nature of any organic lesion present, 
and its contribution to the surgical risk. Thus in older people, the most common cause of 
complete heart block is coronary artery disease, which may occur as an acute occlusion or 
as a result of progressive myocardial ischemia due to coronary atherosclerosis. Besides 
considering such risks, surgical therapy would only be considered after intensive medical 
management with sympathomimetic amines, parasympatholytic agents and steroids had 
failed. The selection of patients for the implantation of direct stimulating electrodes was 
based upon the incidence of Stokes-Adams seizures associated with depressed idioventricu- 
lar rates. The procedure is indicated when 1) chronic circulatory insufficiency prevails, with 
frequent syncopal and convulsive paroxysms and a very low ventricular rate, and 2) in 
patients with third-degree heart block who have progressive ventricular slowing to 20-40 
beats per minute. They experience insufficiency during exercise, and dizziness and weakness 
followed by attacks of syncope at rest, associated with periods of ventricular asystole. 
Prolongation of the asystolic interval precipitates a convulsive episode. These cases are 
difficult to control with an external pacemaker. The operation for placement of the elec- 
trodes is described. Postoperatively, a sixth molar solution of sodium lactate and sympatho- 
metic amines were used to combat hypotension and the apparent refractoriness of the ven- 
tricular myocardium to the imposed impulse. 


UEBER DIE ROLLE DER LIPOIDE IN DER OKRDEMPATHOGENESES (THE ROLE OF 
LIPIDS IN THE PATHOGENESIS OF EDEMA). 

Mihai, C.; Mileu, V.; Solomon, 8., and Rozin, M. Ztschr. inn. Med. 15 (9): 
438, 1960; through Ciba Literature Review 5: 345, 1960. 


Having established that the normal capillary wall is not permeable to protein, fats and 
cholesterol, the authors studied the passage of lipids into the interstitial space in 32 pa- 
tients with edema of various types. Their findings were as follows: In all cases of edema, 
irrespective of the cause, there is a disorder in lipid metabolism. Phospholipids, cholesterol, 
and glucose leave the blood and pass into the tissues. The interstitium and the entire ex- 
tracellular space is expanded by these considerable amounts of extremely hydrophilous 
lipids. The passage of water and electrolytes into the interior of the cell is rendered difficult 
by the fact that the protein layer on the surface of the cellular membrane becomes thicker 
because one lipid molecule is bound to several protein molecules. An additional factor is 
the rise in oncotie pressure in the tissue. The authors believe that the chief cause of edema 
must be sought in cellular metabolism: a disorder in the oxidation cycle of intracellular 
glucose causes the lipids to mobilize, and subsequently leads to an alteration in the pericel- 
lular lipoproteins, as well as in vascular and cellular exchange and in fluid distribution; 
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this in turn, produces an excess of fluid in the extracellular sector (edema) and reduces the 
amount of fluid in the cellular sector. The osmotic and volumetric changes stimulate the 
secretion of antidiuretic hormone and aldosterone. 


HYPERKALEMIA ASSOCIATED WITH THE MYELOPROLIFERATIVE DISORDER. 
Myerson, R. M., and Frumin, A. M. Arch. Int. Med. 106: 479 (Oct.) 1960. 


Elevated serum potassium levels not associated with manifestations of kyperkalemia 
have been observed in patients with thrombocythemia associated with the myeloprolifera- 
tive disorder. Previous studies have indicated this ‘“‘spurious hyperkalemia’”’ to be due to 
potassium released from platelets during the process of blood coagulation. This study pro- 
vides some new information. Among 14 patients, 8 had serum potassium levels significantly 
above normal. In each the platelet count was significantly elevated. There were no clinical 
or electrocardiographic evidences of hyperkalemia. The serum levels of sodium, chloride 
and carbon dioxide were not abnormal. The urinary excretions of sodium, potassium and 
chloride were normal, indicating a normal concentration of plasma potassium. Potassium 
in the bone marrow paralleled the values found in the serum. Five of these persons had 
gastro-intestinal bleeding which has been ascribed in persons with myeloproliferative dis- 
order to a coagulation defect resulting from a high platelet count. It was found in this 
series, however, that all coagulation test results were normal except for thromboplastin 
generation in 2 patients. In one of them, the finding persisted despite dilution, freezing, and 
thawing of platelets. Therefore, it was concluded that there is no correlation between the 
coagulation disorder and the potassium defect. Two patients treated with radioactive phos- 
phorus manifested a decrease in serum potassium concentration accompanied by a fall in 
platelet count. 


FATAL MYXEDEMA, WITH AND WITHOUT COMA. 
Nickerson, J. F.; Hill, S. R., Jr.; MeNeil, N. J., and Barker, 8. B. Ann. Int. 
Med. 53: 475 (Sept.) 1960. 


Without treatment, death in patients with myxedema may occur due to cardiovascular, 
pulmonary or renal complications. However, sometimes death in a hypothermic coma 
follows a long history of hypothyroidism. Patients in the coma of myxedema exhibit the 
physical findings and history characteristic of myxedema. The average age of reported 
patients has been 60 years. Females have predominated by 3 to 1 over males. Patients may 
present in coma or be extremely lethargic and later lapse into coma. A grand mal seizure 
occurs in the early phases of about 25 per cent of cases. Hypothermia is a striking feature. 
Most patients have sinus bradycardia. The blood pressure varies and has ranged from hy- 
pertensive to markedly hypotensive levels. Laboratory tests show mild to moderate anemia, 
often an elevated concentration of blood urea nitrogen, variable values for serum electro- 
lytes (but usually hyponatremia and hyperkalemia that can sometimes be severe), varying 
serum cholesterol levels, and usually normal blood glucose levels. Only 5 of 30 reported 
patients with the coma of myxedema have survived. The temperature in these survivors 
did not fall below 90°F. and the serum electrolyte levels when studied were only moderately 
abnormal, so that these may not have been severe cases. The treatment for this form of 
coma with hypothermia is administration of a thyroid-active substance parenterally, pref- 
erably triiodothyronine intravenously. When there is no response to small doses, the 
amount should be increased progressively. In any case, the dose should be suited to the 
patient’s response. Despite vigorous therapy the mortality rate can be expected to remain 
high. The value of glucocorticoid therapy and of heat has not been clearly demonstrated. 
Their use is rational, and they should be employed until there are definite contraindications. 
Five cases of severe myxedema are presented. Three of them died without responding to 
replacement therapy—1 from pulmonary tuberculosis and 2 probably from cardiovascular 
complications. One patient died in coma. The fifth, in semi-coma, responded well to paren- 
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teral triiodothyronine and survived. This case of myxedema was unusual in that stupor 
associated with hypothermia developed during the summer. This is the second report of 
such a case. 


USE OF CORTICOSTEKOIDS IN STOKES-ADAMS SYNDROME. 
Perry, fk. L., and Jaeck, J. L. Ann. Int. Med. 63: 589 (Sept.) 1960. 


A ease of Stokes-Adams syndrome is presented that clinically exhibited both ventricular 
tachyeardia and ventricular standstill as the basis for the syncopal and convulsive episodes. 
The patient had been unresponsive to the usual methods of treatment of this syndrome. 
With institution of cortisone treatment, the degree of heart block changed from complete 
to second degree (3:1); and with withdrawal of cortisone there was again reversion to 
complete A-V block, with a progressively slowing pulse rate, and death. The beneficial 
effect of cortisone was felt to be real, and based either upon the anti-inflammatory effect of 
the medication on the rheumatic or inflammatory lesions in the conduction system, or upon 
the production of a metabolic alkalosis. An interesting pathologic finding was the presence 
of a calcified nodule containing bone marrow, present in the conduction system in the region 
of the A-V node. This was not completely obstructing to the conduction tissue, since clini- 
cally there was a change from complete to second degree A-V block despite its presence. 
(From authors’ summary and conclusions.) 


DER EINFLUSS VON KORTIKOSTEROIDEN UND ACTH AUF DIE IMMUNOLOGISCHEN 
REAKTIONEN BEL DER COLITIS ULCEROSA (THE INFLUENCE OF CORTICOSTER- 
OIDS AND ACTH ON THE IMMUNOLOGIC REACTION IN ULCERATIVE COLITIS). 

Poléak, J. p Vokurka, V., and Skaélovéa, M.  Ztschr. inn. Med. 15: 10, 472, 1960; 
through Ciba Literature Review 5: 353, 1960. 


The authors believe that in ulcerative colitis the mucosa of the large intestine alters to 
such an extent that it becomes, as it were, a foreign body, and acts as an antigen. Anti- 
bodies are thus formed which in the course of the disease exert a functionally and morpho- 
logically detrimental effect on this tissue. Auto-immunity reactions therefore influence the 
course of ulcerative colitis. Corticosteroids and ACTH suppress the formation of antibodies 
and inhibit the antigen-antibody reaction. The best results with ACTH or corticosteroids 
are likely to be obtained in cases of chronic ulcerative colitis. In the peracute and chronic 
forms of the disease the response to these drugs is frequently unsatisfactory, with the 
result that surgical measures deserve to be given preference. In mild cases the authors 
administer prednisone by mouth in dosages of 20-50 mg. daily during exacerbations and 
16-20 mg. daily in the further course of the disease. In severe cases, treatment should be 
initiated with ACTH (12.5-25.0 mg. by intravenous infusion), and oral prednisone sub- 
stituted later. The duration of therapy should be at least six weeks, but preferably three 
months or more. Shorter courses of treatment are pointless and may even lead to deterior- 
tion. Generally speaking, subjective improvement commences after only a few days. More- 
over, rectoscopic examination shows a decrease in the inflammatory edema and in the 
fragility of the hemorrhagic mucosa. On the other hand, the x-ray findings fail to show any 
change for a long time. 


HYDROFLUMETHIAZIDE DIURESIS IN HOSPITALIZED PATIENTS. 
Porter, G. A., and David, N. A. Brit. M. J. 2: 1044 (Oct. 8) 1960. 


Twenty-six patients with severe edematous states, associated for the most part with 
congestive heart failure, were treated with a new diuretic agent, hydroflumethiazide, in 
daily doses of 100 to 150 mg. for three to twenty days. Good or excellent clinical results were 
observed in 16 patients, manifested by increased elimination of urinary sodium, ‘oss in 
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body weight, and disappearance of edema. Satisfactory results were seen in 4 patients, but 
treatment failed in the 6 remaining. Three patients died during therapy, 1 from myocardial 
infarction, 1 from a ventricular arrhythmia, and 1 from bronchopneumonia. A three-day 
period of bed rest, digitalization when indicated or continuation of digitalis, a low-sodium 
diet and unrestricted water intake, was allowed to elapse before beginning therapy with 
hydroflumethiazide in order to eliminate bed rest as an experimental variable. Hydro- 
flumethiazide induced a significant increase in urinary sodium and chloride excretion, which 
equalled the control levels. Urinary water excretion also was increased in some patients, 
although not to the same degree as were the excretions of sodium and chloride. A significant 
increase in loss of urinary potassium occurred much less often with hydroflumethiazide. 
When potassium loss was noted, it approximated 1.5 times the pretreatment levels. Hydro- 
flumethiazide also induced an elevation of the serum bicarbonate level, a condition which 
sometimes persisted for two weeks or more unless treated with a carbonic anhydrase inhibi- 
tor. There was a prompt return of serum bicarbonate to normal values after treatment. 
No significant changes in the levels of other serum electrolytes were observed. Hydro- 
flumethiazide is a potent saluretic agent. It has less tendency to induce hypopotassemia 
than have some other benzothiadiazine diuretic compounds. (From authors’ summary 
and conclusions.) 


GINGIVAL CHANGES OBSERVED IN ARTERIOSCLEROTIC MEN, A CLINICAL AND HISTO- 
LOGIC STUDY. 
Quart, A.; Stahl, S.S., and Sorrin, 8S. Oral Surg. 13: 1181 (Oct.) 1960. 


Forty-two male patients, varying in age from 35 to 66 years, received complete medical 
and dental examinations and submitted to gingival biopsies. Arteriosclerotic heart disease 
had been diagnosed in 22 of them. The remainder were hospitalized for various nondebilitat 
ing diseases. Clinically, the gingival mucosa showed no difference between the two groups. 
Histologic changes, however, were noted in the patients with arteriosclerotic heart disease 
and were present to a much lesser degree in control patients. The histologic changes con- 
sisted essentially of (a) an alteration of the collagen characterized by the presence of 
amorphous areas within the collagen bundles, which stained fuchsinophilic with Masson’s 
trichrome stain and periodic acid-Schiff stain, and (b) a thickening of arteriolar vessel walls 
with a concomitant reduction in size of the lumen. Elastic reduplication of the internal 
elastic membrane of the arterioles was also observed in several specimens from the group 
with arteriosclerotic heart disease. (From authors’ summary.) 


HORMONAL THERAPY IN CANCER OF THE BREAST. XVI. THE EFFECT OF A!-TESTO- 
LOLACTONE ON CLINICAL COURSE AND HORMONAL EXCRETION, 

Segaloff, A.; Weeth, J. B.; Rongone, I. L.; Murison, P. J., and Powers, C. Y. 
Cancer 13: 1017 (Sept.-Oct.) 1960. 


Twenty-three patients with cancer of the breast were treated with 100 mg. of A'-testolo- 
lactone intramuscularly three times weekly, or 50 mg. daily during periods when urine 
collections were being made. An objective remission was obtained in 7 patients. Remissions 
were seen in all categories of patients classified according to menopausal status. The great- 
est number was observed in persons classified as more than ten years postmenopausal, 
regardless of the system involved. Patients with local disease showed the greatest percen- 
tage of regressions. This new compound was free of the virilizing effects of androgens. No 
enlargement of the breasts, pigmentation of the nipples, or abnormal uterine bleeding 
occurred. Neither were there changes in the hemoglobin, blood counts, and levels of blood 
urea nitrogen, cholesterol, uric acid, and fasting blood sugar during administration of the 
drug. There was no consistent effect on the concentration of calcium or phosphorus in the 
serum, or on urinary calcium. There was no significant effect on any of the hormonal excre- 
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tion patterns studied. A'-Testololactone is judged to be as effective as testosterone 
propionate in advanced carcinoma of the breast. Lacking inherent hormonal activity, it 
does not produce the undesirable effects of androgens in women with carcinoma of the 
breast. 


THE VALUE OF PREOPERATIVE SERUM CHYMOTRYPSIN INHIBITOR LEVELS IN THE 
PROGNOSIS OF BREAST CARCINOMA. 

Silverman, [., and Livingston, S. Cance 3¢ Oct.) 1960. 

Silver , 1., and Livingston, S. fF. Cancer 13: 921 (Sept.-Oct.) 1960 


In a series of 79 patients with carcinoma of the breast, 25 (32 per cent) had high pre- 
operative levels of serum chymotrypsin inhibitor (CTI). Of these 25 patients, only 8 (32 
per cent) were alive and free from recurrence after three to five years. Of the remaining 54 
patients with normal preoperative serum CTI levels, 35 (65 per cent) were alive and free 
from recurrence during this period. The worst prognosis after radical mastectomy was in 
those patients in whom the axillary .ymph nodes were involved in metastatic disease and 
the preoperative serum CTI levels were elevated above normal. For this group, there was 
a recurrence rate of 78 per cent. The prognosis after radical mastectomy was excellent in 
those patients in whom the axillary lymph nodes were not involved and the preoperative 
serum CTI values were within normal limits. For this group, there was a 20 per cent recur- 
rence rate. The prognosis was even better in those patients in whom, regardless of lymph 
node involvement, the size of the mass in the breast before operation was less than 2 em. 
in diameter and the preoperative serum CTI levels were within the normal range. For this 
group, there was an 11 per cent recurrence rate. The preoperative serum chymotrypsin 
inhibitor test was found to be a valuable addition to criteria for estimating prognosis in 
carcinoma of the breast. (From authors’ summary.) 


THE RELATIONSHIP OF THE ELECTROCARDIOGRAPHIC PATTERN OF POTASSIUM 
DEPLETION TO THE CONCENTRATION OF POTASSIUM IN RED BLOOD CELLS. 

Soloff, L.S.; Kanosky, 8S. A., and Boutwell, J. H.  Am.J/. Se. 240: 280 (Sept.) 
1960. 


The finding of normal serum potassium concentrations in patients with electrocardio- 
grams indicating a potassium depletion, and in whom the concentration of potassium in the 
red blood cells was below normal, led to a study of the relation between the elect rocardio- 
gram and the concentration of potassium in red blood cells. The study involved 17 persons 
(13 with, and 4 without heart disease), with normal concentrations of potassium in the 
serum and red blood cells. They received chlorothiazide until the electrocardiographic 
findings were compatible with potassium depletion. The concentrations of potassium in 
serum and red blood cells also were determined in 52 persons with electrocardiograms or a 
clinical condition suggesting potassium depletion. Electrocardiographic patterns char- 
acteristic of potassium depletion were found only in persons with diminished concentra- 
tions of potassium in the red blood cell regardless of the concentration in the serum. No 
quantitative correlation existed between the depression of the potassium level in the red 
cells and the degree of electrocardiographic abnormality. This association was observed 
even though blood was not obtained in the fasting state. Although the normal red blood 
cell takes two days to achieve potassium equilibrium, foods rich in potassium raised the 
cell concentration of potassium in chlorothiazide-treated patients to normal within two to 
three hours but the level was not sustained. This study suggests that the concentration of 
potassium in red blood cells is below normal when the electrocardiographic pattern is due 
to potassium depletion. It is possible that the concentration of potassium in red blood 
cells may differentiate paroxysmal atrial tachycardia and block from other complex ar- 
rhythmias that are at times associated with potassium depletion. Such determinations 
may also be of value in clinical states associated with predominant cellular deficits of 
potassium. 
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DEXAMETHASONE IN ADVANCED BREAST CANCER. 
Stoll, B. A. Cancer 13: 1074 (Sept.-Oct.) 1960. 


Twenty-five women with advanced cancer of the breast received dexamethasone in 
dosages of 6.4 to 9.6 mg. daily. A limited objective clinical response was obtained in 3 of 
them. In 2 of 24 patients with soft-tissue metastases, flattening of metastatic skin nodules 
occurred after two months of treatment at the lower dosage, but associated enlarged nodes 
remained unchanged even after four months. In one of these patients the tumor was hor- 
mone-resistant; the other patient previously had responded to androgens and estrogens. 
In 1 patient of 5 with lung metastases, lung opacities temporarily decreased in size. The 3 
responding patients had marked tissue edema. They had received the larger dosage. In 3 
of 5 patients with bony metastases, spread was noted during dexamethasone administration. 
Many side-effects occurred, including a red moon face in nearly every patient. The systolic 
blood pressure rose in 12 patients and fell in 4 others. Swelling of the legs, the arm on the 
side of the mastectomy, the lower abdomen, or the cervicodorsal region occurred in some 
patients. Other side-effects included an increase in appetite, a feeling of well-being, a 
metallic taste in the mouth, irritability and insomnia, pain in the chest, weakness in the 
legs, increased libido, and dyspepsia. No correlation was noted between the response to 
corticoids and previous hormone sensitivity. The percentage of benefit from dexamethasone 
was less than with prednisolone or cortisone, as reported by other authors. For this reason, 
the suggested modes of action of corticoids in mammary carcinoma are reviewed. 


DIAGNOSIS AND SURGICAL TREATMENT OF INTRACARDIAC MYXOMA AND RHAB- 
DOMYOMA. 

Taber, R. ., and Lam, C. R. J. Thoracic & Cardiovasc. Surg. 40: 337 (Sept.) 
1960. 


Primary cardiac tumors were considered a pathologic curiosity until the development 
of open-heart surgical techniques. The most frequently encountered tumor is the myxoma, 
which arises in approximately three fourths of the cases from the left side of the atrial 
septum. Symptoms and findings of mitral stenosis or insufficiency may be produced by a 
left-sided tumor and closely resemble those of rheumatic valvular disease. Changing mur- 
murs, positioned aggravation of symptoms, refractory heart failure, and a history of arterial 
embolization in the presence of minor cardiac findings are clinical features which may 
assist in the differentiation. Chest roentgenograms, the electrocardiogram, and cardiac 
catheterization support a diagnosis of disease at the mitral valve, but positive identifica- 
tion depends upon angiocardiography. Right-sided atrial myxoma is most likely to be 
confused with lesions producing a high right atrial pressure, such as rheumatic tricuspid 
stenosis, intractable arteriosclerotic heart failure, constrictive pericarditis, or Ebstein’s 
malformation of the tricuspid valve. Here again, positive diagnosis depends upon use of 
angiocardiography. Two patients are presented in whom right atrial myxomas were success - 
fully removed using cardiopulmonary bypass. One patient demonstrated a right-to-left 
shunt preoperatively which was most pronounced in the left lateral position. Shunting 
occurred through an interatrial septal defect. A period of approximately thirty minutes of 
extracorporeal perfusion was required in both cases to remove the tumor, excise the site of 
septal attachment, and repair the resulting defect. The myxoma characteristically has a 
superficial attachment without invasion of the underlying myocardium and most likely is 
a neoplasm rather than a thrombus. Primary rhabdomyoma of the heart has heretofore 
been described as a rare incidental necropsy finding in infants. The tumors are unencapsu- 
lated and may be multiple or solitary. They have been found in association with tuberous 
sclerosis, adenoma sebaceurn, and visceral hamartomas and are regarded as a develop- 
mental abnormality rather than a true neoplasm. A case is reported in which a ventricular 
septal rhabdomyoma produced outflow-tract obstruction in the right ventricle. The ob- 
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structing portion of the tumor was successfully excised during cardiopulmonary bypass. 
The patient exhibited some signs of tuberous sclerosis. Preoperative diagnosis and surgical 
treatment of primary cardiac rhabdomyoma have not previously been reported. (From 
authors’ summary.) 


THE CHOICE OF THERAPY IN THE MANAGEMENT OF REFRACTORY ANGINA PECTORIS. 
White, P. D. Progr. in Cardiovasc. Dis. 3: 97 (Sept.) 1960. 


The treatment of severe, refractory, and chronic angina pectoris presents a difficult 
problem. In such angina pectoris, attacks oceur daily with little provocation, and the 
condition may last for a year or more with little change in symptoms. In choosing therapy, 
it must be recognized that coronary heart disease runs a variable course, so that the angina 
may improve or deteriorate because of a change in the underlying disease and not because 
of treatment. Despite special medical or surgical therapy, the best treatment may be the 
use of nitroglycerin prophylactically and therapeutically, adherence to common-sense 
measures such as the correction of obesity and avoidance of strains (physical, emotional, 
dietetic, climatie and toxic), and the employment of rest periods, low-calorie and low-fat 
diets, lipotropie drugs, long-term anticoagulant therapy, and optimistic psychotherapy. 
Most drugs have proved ineffective in intractable angina pectoris and alcohol is not recom- 
mended. Nitrites are universally effective and may be used in various forms. Nitroglycerin 
used freely may obviate the need for radical treatment for obstinate and serious coronary 
insufficiency. Nitroglycerin should not be used more often than once every half hour during 
the day and night. When a dose is not effective, the second may be given in four to five 
minutes, but not a third. Instead, a physician should be ealled. Iproniazid controls pain in 
one-third to three-fourths of patients but it is not widely accepted because of toxic effects. 
Newer analogs are under investigation. Thyroidectomy as a method of treatment has been 
abandoned. However, for severe and chronie angina pectoris, radioactive iodine is recom- 
mended since it results in a reduction of the work of the heart and circulation. It is pre- 
ferred to thyroid-depressing drugs such as propylthiouracil. Estrogen may be given to 
males of middle age and older in order to retard the progression of coronary atherosclerosis 
while a collateral coronary circulation is being established. The use of anticoagulants can 
reduce the incidence of the complication of thrombus formation. In the diabetic patient 
with angina pectoris, strict control by diet and drugs may act to retard the atherosclerotic 
process. The cautious reduction of hypertension in a patient with angina pectoris may 
diminish the work of the heart and thus alleviate coronary insufficiency. In hypercho- 
lesteremia, strict dietary measures may be helpful. It is not known whether sitosterols are 
helpful but they have sometimes reduced serum cholesterol levels. Various surgical proce- 
dures have been tried for coronary insufficiency and many abandoned. Ganglionectomy of 
the cardiac nerve plexus supplying the coronary arteries directly has not been pursued but 
this procedure, it was hoped, might relieve pain and prevent vasospasm of the coronary 
arteries. The mammary artery operation of Vineberg will require proof of value before it is 
generally accepted. Another procedure awaiting proof is lateral anastomosis of the pul- 
monary artery to the appendix of the left atrium (Lillehei). Direct curettage of an ather- 
osclerotic and thrombosed coronary artery has been carried out in an insufficient number 
of patients to judge its value. It is complicated by the difficulty of determining which of 
the coronary arterial trunks requires surgical treatment. Although the correction of abnor- 
malities anywhere in the body by medical or surgical means may bring about improvement 
in coronary circulation, serious surgical operations undertaken as elective procedures for 
this purpose must be performed with great caution. When aortic stenosis or regurgitation 
is a cause of angina pectoris, surgical therapy should be considered but the risks involved 
require careful consideration. Some favorable effects on coronary circulation recently have 
been obtained by radiation of the heart but this awaits further development. Radiation of 
the adrenal glands in an effort to depress their secretions has not yet been demonstrated to 
be practical. 
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GLARE AND AGE. 
Wolf, Ek. Arch. Ophthalmol. 64: 502 (Oct.) 1960. 


Under scotomatic glare conditions the ability to see the gaps in Landolt rings presented 
at angular distances of 4, 7 and 10 degrees from a glare source was studied in 112 persons 
varying in age from 5 to 85 years. When the glare luminance was carried between 1 and 
15,000 mL. the luminance of the target screen on which the Landolt rings were presented 
had to be increased proportionally. This increase necessary for the recognition of the 
targets became progressively greater with increased age. A comparison of persons in the 
age range 5-15 years with those in the range 75-85 years, showed that a 50-fold to 70-fold 
increase in target screen luminance was necessary for the latter group. At the age of 40 
years, a sudden acceleration in sensitivity to glare occurs. Studies on patients with incipient 
and extracted cataracts suggest that the opacities of the lens and the resulting entoptic 
seatter of light primarily account for the phenomenon of glare. (From author’s summary.) 


BOOK REVIEW 


Lithiasis of the Choledochus: Lesions Occurring in Conjunction with Lithiasis of 
the Liver, Pancreas, and the Main Biliary Ducts. (Lithiase du Cholédoque Lésions 
Parelithiasiques: du Foie, du Pancréas et de la Voie Biliare Principale). Guy 
Atsor, and Friix Poi Actualités Hépato-gastro-entérologiques de 
’Hétel-Dieu, 1959; 223 pp. with many illustrations. Masson & Cie: Paris, 1960. 

This publication is the eighth volume in a series written by the staff of the 
Hotel-Dieu in Paris. The presentation by Albot and Kapandji on hepatitis 
following biliary lithiasis is excellent. The studies on the sequelae of cholecystec- 
tomy and on pathology after operation for choledochus stones are of particular 
interest. Other articles deal with gallstones and the pancreas, minor cholestasis 
in connection with gallstones, and the clinical and radiologic diagnosis of stones 
in the lower part of the choledochus and in the ampulla of Vater. The cholangio- 
grams depicting the various conditions are especially instructive. Contributors 
to this volume are Guy Albot, L. Barraya, M. Champeau, R. Crismer, Ph. 
Delavierre, M. Kapandji, Loffredo, D. Miniconi, J. D. Oustric, I°. Poilleux, Mr. 
Roux, Y. Salembier, J. C. Sarles, H. Sarles, and A. Vachon. 

All those interested in this field will find many interesting reports. The book 
is written in French; its illustrations are of extremely high quality, and the print 
is clear. We highly recommend this new edition of the Actualités. 

Franz J. Lust, New York 
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PRELIMINARY ANNOUNCEMENT 
SCIENTIFIC PROGRAM 


EIGHTEENTH ANNUAL MEETING OF THE 
AMERICAN GERIATRICS SOCIETY 


June 22 and 23, 1961 
Waldorf-Astoria Hotel, New York City 


The scientific program for the June meeting this year contains an all-star array 
of noted clinicians and basic scientists. 

Thursday morning, June 22, Dr. Laurance W. Kinsell, whose pioneer work in 
the field of the relationship between nutritional components and atherosclerosis, 
will review the experimental werk and discuss recent significant advances. The 
importance of inclusion of non-esterified fatty acids in the diet is now generally 
accepted. This presentation, as well as the discussion following, is one of the 
highlights of the program. 

Dr. Samuel Abraham of the Department of Physiology, University of Cali- 
fornia, Berkeley, will be the moderator for a symposium on the basic chemistry 
of blood lipids and proteins. Two other distinguished chemists are on the pro- 
gram with Dr. Abraham. 

Thursday afternoon, Dr. Thomas H. MeGavack is scheduled to be the mod- 
erator for a panel discussion on the neuro-endocrine regulatory mechanisms in 
aging. With Dr. MceGavack will be Dr. Russell M. Wilder, Jr., Dr. Raymond V. 
Randall, Dr. James A. Pittman, Jr., Dr. Roger B. Hickler, Dr. Reginald A. 
Shipley. 

The latter part of the afternoon, Dr. William B. Rawls will be the moderator 
of a panel on “‘Maintenance of a Healthy Locomotor System in Older Individ- 
uals.” 

At the banquet in the evening, preceded by a fellowship hour, the Willard O. 
Thompson Award will be presented. Friday morning, June 23, Mr. Dwight 
Sargent, Personnel Director of Consolidated Edison Company of New York, 
will lead the discussion of the panel on ‘From Retirement to the Second Year.” 
With Mr. Sargent on the panel will be Mr. Charles E. Odell, Director, Older & 
Retired Workers, United Auto Workers AFL-CIO, Professor Mathew Radom 
of Rutgers University, and Mr. Harold Schroeder, Assistant Vice President of 
the American Telephone and Telegraph Company. 

Following intermission on the second morning will be a panel discussion on 
“Fatigue” with the moderator, Dr. David B. Dill of the Army Chemical Center, 
Maryland. With Dr. Dill are Dr. Steven Horvath, Division of Research, Lanke- 
nau Hospital, and Dr. Lucien Brouha of the Haskell Laboratories of E. 1. duPont 
Company. 

Friday afternoon, Dr. Albert Behnke of the Naval Radiological Division, San 
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Francisco, will lead the discussion on the topic of “Survival.’”’ With Dr. Behnke 
will be two other distinguished scientists. Immediately after intermission the 
business meeting of the Society will be held. Following this, Dr. Jack Weinberg, 
Department of Psychiatry, University of Illinois, will present a discussion on 
motivation in older individuals. 

The final paper on the program will be on morale. This will evaluate morale 
of elderly individuals as affected by the cultural attitudes of the community. 


